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* Oesophagus is a Muscular Tube 



• Leneth : 25 cm. 

• Begins : From ihe lower border of cricoid cartilage 

(C t Vertebra] as a continuation from pharynx. 

• Ends : Al Cardiac orifice of stomach. 

i.e. [Tio Vertebral 



2£ 




® Arterial Suppay 

• f^ttrvlcal Oesophagus. : From Inferior Thyroid Artery. 

• Th(>ra<ic_Oesooha? !is : From Aorta & Bronchial branches. 

• Abdominal OesoB kaetis : From Oesophageal branch from Ix Ciasuic attery. 

(jj) WenoilS Drain age 

• Sub-epithelial Venom plexus «• Inferior Thyroid vein 

• Sub -mucus Venous plexus * — pj^unMJriJfi^^- Azy^oa vein. 

• ^e ri-o^o.'ihapeo! Venn us pi ex us ' U. Gastric vein 

• GeF$cgl Oesophagus : To Lower Deep Cervical & Supra -clavicular L.Ns. 

• Thoracic Osstwhntrus :To Tracheo-branchial & Para-oesophagcal L.Ns. 
« At d.-,n ■>■ // t.'.-inrhazus : To ! t. Gastric & Coeiiac group of L.Ns. 





| HiSIOlOB 




Considersiiions (] 


* Oesophagus is formed of 3 layers 

(2) Mucosa : Stratified Squamous Epithelium. 

CO Submucosa : Contains Vessels & Lymphatics. 

d> Mtiscu/ara • Upper 1/3 : Sln'mcd Muscles. 

• UrtMr 2/3 : Smooth Muscles 




which is inner circular & outer longtnidinal. 



N.B. : /y"e> se rosa (Except the abdominal part) 

Because of No peritoneal covering but there is an adventitia which is 
layer of 100* arcoi*. oounecrivc times. 



I 



fine Oettopbat|i 



* aefin_S«0» : It mean* 

* Causes :ftma^be^> 



>1— i^^^— . 

2_ Dysphagia"! <^ l| Dflta , ab<gla I 1 

^ ■ i - painful dysphagial 

leans Di fficulty in swallowing 11 " 



in fhft Mnnth : 

© Stomatitis. 
C£ Glossitis. 

® Neoplasm of Tongue & Cheek. 



fB] ^ aiisfts in the S frfl rynx \ 
® Pharyngitis. 
O Pharyngeal Diverticulum. 
CD Retro-pharyngca! Abscess. 
® Tonsi litis. 

© Para-tonsiller Abscess. 

Post-cricoid carcinoma {Sec later) 
© Plummer Vinson syndrome *fe 




Plurnmer-Vinsoti syndrome : (Rare) 

■ TncMencc : Common wilh posl-mcnopfrusale female. 

■ Ai'ifilfigi : ft is due to Fedcficncy Anaemia. 

■ -Cfaqrait£r§ : It is characterized by dysphagia (spasm), 

microcytic Anaemia, splenomegaly, Achlorohydria 
glossitis. Angular stomatitis and spooning of Nails. 

■ TrSalmtOl : © Dilatation for dysphagia. 



[C] Functor!?! Qquses : 

© Neuritis of glossopharyngeal or vagus nerve. 
CO Myasthenia gravis or Tetanus. 
G> Hysterical. 

© Motility disorders e.g. Corkscrew {Diffuse spasm) 




Diffuse oesophageal spasm : (Cork screw) 

■ T/faj/b^MitfoafmLfi&dasia by charactersitic presence 
of multiple areas of spasm may be seen (brought the oesophagus. 

■ Corkscrew oesophagus presented with mild dysphagia with pain 
of swallowing felt mainly in the root of the neck. 

■ IS0KUBtOUP^ a ^ m 01 ,on S myotomy. 



■ Causes in the Lumen ■' 

e.g. Foreign bodies. 



tflie Oe*ophiiyn»J 



Causes in the Wall 



® Conecjiilal : Oesophageal Atresia, 
ffl Traumatic : Corrosive stricture. 
C£> Neuro muscular : Achalasia. 

© H iarns Hernia. 

© Neoplastic : Carcinoma. 
© Inflammatory as Reflux Oesophagitis. 
pauses outside the Wall 

® Malignant Thyroid I Rue) . 
<2> Aortic Aneurysm. 
CD Malignant UNs. 
<S> Dysphagia Lusoria 





Dvsphai 

■ Aetinhw . 
Dysphagia by compression by congenital ly 

Abnormal vessel e.g. Double aortic arch or 
aberrant Rt subclavian artery, 

■ CJP : 

• Age > 50 years. 

• Atherosclerotic where it develops rigid 
arterial wall compress the oesophagus. 

■ £>-fl- : 

Cancer oesophagus. 

■ 7r$artnent : 
Division of constricting vessels if possible 




double aortic 
arch 




Aberrant III. 
sti brln vioii ml 



* CDmnj^sflnnfit wBciithc^ : 





Benign 
Sterieture 


Achalasia 


1 Hiatus Hernia 


Cancer 


L Age 


Yong (Child) 


Adult (20-10) 


Old (40 - 50) 


Old (above 50) 


2, Sex i More in male 


Male -Female 


More in female 


More in male 


3. Course 


Stationary j 


1 Rcmmissions 
& 

exacerbations 


Stationary 


Progressive 


4. Emotional 
disturbances 


No effect 


Aggreavte the 
dysphagia 


No effect . 


No effect 

H 


S. Pain 






On lying flat 


I .ate 


6. Type 


More to solids 


More to fluids 


More to solids 


More to solids 



7. Bleeding 


• 


— 






8. General 
slate 


Good 


Good 


Good 


Very bad 


9. JL.Ns. 




m 


— 
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* investigations ; According to Susi 

Cheat (X-ray & CT scan). 

■ Barium Swallow & Oesophagoscopy. 

■ Maiionictcric Studies. 
• Direct & Indirect larynoscopy 

* SWanagesneot^: AccorJiug to the Diagnose. 

^ ■ - 






* Definition ; It is a defect in the division of the proximal Foic-ruI into, 
Ventral Trache&broacliial tube &. Dorsal Oeso phageal tube. 

* Incidence : I r40Q0 

* Types : Itmaybc> 

• i 1 yir a ' i a wi 1 h r»' ula — ; ► 

<D S53^ Proximal blind 

atresia with Distal trachea 

-oesophageal fistula. 
© 2%± Hiatal blind atresia with proximal Traclieo-oesophagcal fistula. 

® . Doth 0 at same time. • |^ 

"which is blinding both pr oximal & distal ends 

* Pathology : If Atresia with Fistula only 
■"rhTsahva & Milk -» Trachea -> Bronchopneumonia. 

■ The Acidic gastric juice Trachea -> Acid Pneumonia (fa 

* CllnlcalJPicfut-e: 

[Any newborn presenting with, 
oesophageal atresia until proved otherwise]. 

■ Ante-natal BfeBBflflll : ■ Mff/Mc '■ Polyhydramnios. 

• '■ shows Dilated upper pouch . 

- At birth : • gftKCSi I « W» Regurgitation. 

© FT"^v Saliva & Attacks of Cyanosis. 

• Local. ! © Chest fes Pneumonia, 

©Abdomen sh.«Y?£ Distention If Atresia with fistula. 
& Scaphoid if atresia without fistula. 




VACTERL syndrome (2 of them ax least) 
Vertebral : Spina bifida. 

- Ano-rcctal : Imperforate anus. 

- Cardiac : Fallot, AS or VSD. 

JVachea : Trcacbeo-oesophageal fistula. 

- Esophagus : Atresia. 

- .ffeittl : Polycystic kidney. 

- Zimb : Usually anomalies in the radial side of the upper limb. 



[A] X-ray : Ailcr injection of diluted iipidol, through the RyJc in supine position. 



j~N-B. : Barium is not done to avoid tracheal obttiuction & destruction of bronchial mucosa J 

[B] Introd uce catheter No. 10 through the nose, it will be arrested at about 

30 cm from the nostrils. 
[CI Fiber-optic pediatric oesophaqoscops . 

* TreaOncnj : It Depend on types 

■ (^tre j ijn with F ibula.: Tiirough Rt. Thoracotomy (5 th apace). We ligaie the iistula 

then lry anastomosis of boih oesophageal ends. 

■ Aires'? wilhgMj-I^Ma : (usually the gap is long i.e. difficult anastomosis) So 

we do gastrostomy at birth ita further surgery to 
restore oesophageal continuity is done months later. 



OesonhsiDeal Injuries 



* Causes.: 

6 Instrumental Iatrogenic. During oesophagoscopy or dilatation of a stricture. 
(2 Traumatic : 

a. Penetrating or blunt injuries to the neck or the chest. 

b. Foreign bodies. 

c. Swallowing corrosives. 
O Pathological e.g. carcinoma. 
G) Emetpgeoic : 

Following forcible repeated vomiting with inco-ordinate oesopliagca! 
motility i.c Mallory Wicss syndrome 

* _G!lniCa I U [C I lire Painful dysphagia + pneumothorax. 

* InyesIiggiffJIJS.s X-ray chest & oesophagogram by Iipidol. 



0 Thoracotomy to repair the tear. 

0 Gastrostomy as feeding & to prevent leakage of saliva to mediastinum. 




*" ^V^S- of Damage depend on <ho concentration 0, type of chemical bun, 




IS to stricture.. 



* C15sr«£ 




N.R.: Complete Oesnpha^al 

DffiSLlft inflammatory oedema. 



■ ^i Obstruction may be occurred 



). 



* C&njjdlCSlUQK.- 

Lsic malnutrilion due to dysphasia. 

|A] fefiSUU^ ^- k^i^ Antid^ for acids or alkaU not^sed to 

I a v^id lS production i.e. Ru pt ure of Oesophag us^ 

" , . , n m Mvrtid 2ry (chest) infection. 

® Africa/ m such as * A.B. to <ivoia / 

— - Steroids for 6 w eeks ■» 4- gggggS, 

• Fain killer 

ft Then we do jjwyiiflaite** 

a> OflsoiptjosceK! (aiua 2- hours). 





© O CT? SwflllQg ! Shows— 

• Smooth multiple strictures. 

• fcJo marked proximal dilatation. 

; 9 the acute S .a S e te.driM.Cb* 

stricture with b BflUDle guided by Oesophagoscopy. 

9 SBfg&^l, Faiiure of ail—on. 

. If Trachoo-bronchco-oesophagftd fistula occur. 

""bUUTBsV EffiQESfflfefi - Gastrostomy 

1 hyper-alimentation then \vc do cither ^ 

ne phrectomy if dsn segment or 
■r^iftw bv-oass iflong segment. 



a 



Achalasia of the Oesophagus 



* Definition : It is a Functional Disorder Characterize by : 

■ Weak Persitaltic wave in the body of the oesophagus. 

■ Failure of the cardiac sphincter to relax during swallowing This leads to 

functional obstruction with progressive dilatation of the oesophagus. 

★ Jncirience : 

" Agcj 20-40 years Le. Middle age 

■ Scj : Male ■ Female ( but more common in Neurotic Female ) 

* Aetiology : Unkown but may be due to degeneration of vagal fibers and the 
ganglia of flB ClHach 'Sflexag of the oesophagus itself. 

^infection with Trypanosoma cru7.i(chaga's disease) which leads to 
d£fifflfil3ttfjUJ of Auerbach's plexus.or Autoimmune 



* PaihofoflV.: 

Because of iailure of the cordis to relax in response to swallowing ihis leads to 
progressive dilatation which ends abruptly in a "narrow" neck below the hiatus of the 
diaphragm. 

$0 Stages arc CD Funnel shaped oesophagus. 

® ?Qiyi> shaped oesophagus, 
® Sigmoid shaped oesophagus. 

If stagnation invites infection fibrosis -> organic obstruction. 



Clinical Picture : Patient Is usually (20-40 years & Neurotic female). 

■ nyspl iajjjg : • Painless. 

» More to Quid than solid 

• At I" intermittent then slowly progressive. 

■ Re gurgitation : » Alkaline fluid. 

• Foul smell fluid & Halitosis 

• More Nocturnal. 

■ Retro-sternal Discomfort from Retention oesophagitis. 

- r^r _ ( >f Cnmplif aliens as : CD Aspiration Pneuniunia. 

© Oesophagitis & Ulceration i.e. Barrett's ulcer 
G> Malignant Transformation (5%) 
From Chronic mucosal irritation. 
© Oesophageal diverticulum. 



* Investigations : 

[1] pqiinf" RwqiiQw : 

©Moderate 10 Huge dilated oesophagus 
If it shows tortuosity called agrnojd o 

©Smooth men's beau shaped 

i.e. Nam) wing of ihe lower segment, 
ffli^ir nf uzs bubble in the fundus of the stomach 
du^cc^^ Mfeisttai of fluid in the 
oesophagus. _ 

123 ^^S^SSi^ of carcinoma] 
CD Huge Proximfll segment. 

<S> Detection of fhiidjcvel- 
CD Detection of Retention oesophagitis. 
<*> Cordia doesn't relax & may be eccentric in 
position 

[3] ^nnnjgt ric Siu&gg : (More specific) 

. Show m& peristal waves in the body of oesoph^as 

After deglutition & Failure of relaxation ol card* in response to 
Swallowing. 

* Treatment : As (octyle Nitrate) has limited value So 1 * 

* The idea is to place a special balloon through oesophagoscopy to i the 

» 5 Rupture of circular muscle fiber, to relieve 





~ m rT teiter** cardlomyotomy) m^ao^msmmM ► 

* The idea is to expose the lower part of the oesophagus and then cut 
t^Wle fibers completely until Ihe mucosa bulges throusr 

* Done via Abdominal on thoracic approach. 

* -^Ismr^^mm ^ retlux oesophagitis so 
7ume surgeons prefer to do Anti-reflux procedure as 

FnndoDliea.ion with this operation. 





Oesophageal Hiatus Hernia 



[H ernia at the Oesophag eal Hiatus ] 




[10%} 



< ^Hjfding Hiatus He_rrJS > 

■ 

I GL'BQl = <;astto -Oesophfieal Reflux Bfeetae 

* Definition : Herniation wi the CsfCio-oesopha^eal sphicter 
— — — — with pari of siomach upward s in Ihe Post 
Mediastinum through the oesophageal hintu s 

■ 




S comic ny^ 



corset etc. 



* Pathology : 



Piamrbance of the cnrdio-oesonhageal sphincter -» Regurgitation from the 

;ihem-> Ulcer (Barrett's) 




N.B. : Oesophageal Spfti»c2ars 

Upper end: Anatomical Sphincter formed fey Crico-pharvngcus 
muscle. 

Lower end : Non anatomical iP hysinlog i cal') Sphincter 
i.e Cardic-oesophageal whiclh formed by '*> 



(* Factors prevent the Reflux J 



© Presence of ar. irura-obcBo minal segment cf 

the oesophagus about 4 om. 
© The valvular effect by fAm;It of His) at the 
Cardio-oesophageal j unc ti on. 



gastric m ucosa. 
© The Pinch-Cock action of the Rt. Cms of the 
diaphraein. 



* ^ncifJence ; 

■ Age : > 40 years. 

■ Sex : Obese Female 



* ^KftWJSPSfSf : Pa ' tentisusitfll> y C >4 ° y««» & female) 

■ Retro-sternal burning pain due to reflux oesophagitis which is 

characterized by : t T by lying fiat & haevy meals. 

• -J- by standing upright 

» Regurgitation : • Water brash 

• Acidic & bitter fluid. 

■ Dvsnhagfa : if due to rwflex sp3sm of the oesophagus hat later due to 

fibrous stricture 2ry io ulceration. 

■ CfP of Co mplications as : ® Aspiration Pneumonia. 

<2> Barrett's ulcer [Columnar Epithelium lined die 

lower oesophagus] -S> Pre-cancerous. 
@ Rt<e<f<!ig from ulcer Chronic ; 
® Stricture oesophagus 

N.s: = samrsTriarts. which is 

Hiatus Hcmia + Divcrticulosis Coli + Chronic Calcular Cholecystitis 



* Investigations ; 

M 



[rieudlcubuigc Position! 



CD Part of stomach protruding through the Hiatus 

towards the chest 
©Reflux o/barium from stomach to oesophagus. 
(5> Widening, of oesophageal Hiatus. 

'OJ . 

iv the Cardia closes on inspiration, but in hiatus hcmia the 
cardia opens on inspiration. 
i-tefhix of gastric juice through :hc cardia. 

as Oesophagitis, Ulceration or Strictures. 






Uelsy grading reflux Endoscopy 

0 Grade I : Hyparaemia. 
0 Grade II ? Erosions, 
® Grade III. -meters. 



[3] { tianom etc ric Studios : 

• Loss of n ormal (High) pressure zone at the lower end of the 
oesophagus due to displacement of cardio-ocsophageal junction to 
the chest. 

[4] PI T Monitoring : (More spcc:iic) 

• The most diagnostic for lleflux Oesophagitis so it shows (PH< 4) 

which is acidic at lower 5 cm. 



* Treatment : 



©Conservative ttt : 


• peducu'on of body weight. 

• Semi-sitrir.g position during sleep. 

• Frequent small meals & Avoidance, of Smoking, Cafg .... 

• Drues : AflliacidS + DBHHMMll (Ptoion pump blocker) 

or Banilirfina ffantain (Hi Blockers) -» 4- Gastric acidity 

B) Surgical ttt : 

• Indications : CD Failure of medical ttt. 
© Presence of complications as Oesophagitis or Stricture 

• Principles : © Reduce the Herniation and maintain a segment of the 
oesophagus intra-abdominally. 

® Reduce the size of Oesophageal Hiatus. 

• Anti-reflux procedures : 




// « called (va !v ulopla sty) 

Apprvtich : 
Trans-abdominal. 

Principle : The fundus of the 
Stomach is wraped (360° wrap) 
around the lower 5 cm of the 
oesophagus by a series of suiures 
inserted between the stomach & the 
oesophagus. I It can lit) done lnparcseapically| 

Advantages : 
Rccuuciicey is rare. 
Disadvantage : 
"Gas-bloat syndrome" 

which is considerable amount of abdominal 
inability to eructate or to vomit. 





It is cfl/W<cardioplasty) 

Approach ; 

Only Trans-thoracic (It 8* space). 
Principle ; The fundus of the stomach is wraped 

lower 5 cm of the oesophagus by a series of sutures inserted 
between the stomach & 

Advantages : 

No "Cas-hlnat syndrome" 
Disadvantage : 

Less effective than the Nissen's fundoplication. 



(3) 



ftt OejtopbagnsJ 




Tape 




[31 An gel cl i lgkprplhes is;, 

A plastic ring is encircled around the 



III cgjl'snastmpiasty: 

flfsoiclure oesophagus occur) 

The siricwre is excised and a tube of gastric Fundus .s Ironed to replace 
the siriciure oesophagus. 



161 



This is restoration 
wall of the oesophagus & 
tundus to She under surface 



by Interrupted siik suture between anterior 
fundus of stomach + suturing the gastric 



H 



Qg) gr-pa i a-oesophageal (Rqjjin* 

* Definition : It is a Tni^HM!l!«!Ja6 * whidl 

* - I'll - - curvam(C of me SIomacll «So| U « upwards to 

herniate into the mediastinum within a performed 



he Sarge. 




: I0 a /o 



* 

A Pathology : Unlike Sliding Hiatus Hernia, The Cardio-oesopageal Junction 

* ----- lenTain below the diaphragm & f» «^ SSg^tHtte 

... 

* CKfficalJ'iCiNra : ^rufitomlc^ until becomes very large 

" . PwfcD jSBgjaj rhcrf ,,!lin from distendcd swmach - 
. WnLterf Hiccough from irritation to titt phrenic nerve. 

• K mnlicatinns ^Singulation Rupture ^ Mcdiastinins. 
- 9 P @ Pressure on Heart -> Cardiac symptoms. 

* Investiflatfons : 

Herniation of stomach in the Chest &The cardio- oesophageal Junction 
.at it's normal position. 

:. Shows r,Actric gas shadow in the chest. 

* Treatment : 

SH^icIl "mmach is retracted down, Hemiabac is excised and hernial 
defect in the diaphragm is closed 



Reflux Oesophagitis 




* PaHSCS: I BORUl 

■ lry = rncompelcrit cardio-oesophageal junction duo to Sliding Hjaius Hernia 

■ 2ry — Delayed Empting of stomach due to : 

<D Pyloric stenosis. 
0> 




(See Sliding Hiatus Hernia) 



* [nviijijflaiioijs i 

* TreaimeiLt.: 

If lry ; Anti-reflux measures as Nlidiag Hiatus Hernia 
But if2ry : I rested the cause. 




Diaufiragniatic Hernia 



[1] ArnnirGd Diaphragmatic Hernia : 



J Bttfrv '^j^^^^'^^j^aBenA lhaa the right (which is protected 
by liver) 

o J*lam wav : Show gas-filled stomach in the chest differentia! 
diagnosis tension pneumothorax (passage of nasogastric tube or 
injection of contrast material). 

; : urgent surgical repair. 



2- W/>wJfr.Mi<i • Sec Before. 



fgl Congenital Diaphragmatic Hernia : 
* Types-' 

o It is a herniation through foramen of 
Bochdaleck i.e. persistency of the pleura- 
peritoneal hiatus between vertebral & costal 
fibers. 

o The left more common than Right 
o Compression on lungs may leads to severe 
h ypoplasia of lung. 




[The Oesophagus] 



2- d nfrntttMrMsmsni - ( |t0 « i mportent) 

o It is a herniation thiougli foramen of 
morgagni i.e. failure of fusion between the 
costal & sternal parts of :he diaphragm. 

J- E?mr&W&&&Wteatto fRare & Not True Hernia) 
o It is a partial or total developmental 
diaphragmatic defect replaced by fibrous 
tissue ■> Herniation of viscera to chest. 




The main problem in diaphragmatic Hernias arc Ipsilateral lung hypoplasia *fc 
Contralateral lung compression 



* cnmcalJlPlUtt; 

[Anv newborn presenting with cyanosis & s caphoid abdomen in absence of heart 
disease should be considered as having congenital diaphragmatic hernia until 
proved otherwise] 

■ Ani^-natal diagnosis : ♦ Mother : polyhydramnios. 

♦ Foetus : U/S is diagnostic 

■ At birth- ! ♦ General : Cyanosis & Tachycardia. 

* Local : © Chest : heart sounds are good. 
© Abdomen : scaphoid. 

* 93-j 

frrom oesophageal atresia & Hyaline membrane disease. 

* litigations; 

Q) Chest X-ray reveals gas shadow of the stomach or bowel in the thorax. 

CD Rin od oases 10 assess die degree of hypoxia. 

© Other j nvestiflationa to exclude associated anoErjahes. 

* rr_ea!uiejtl: 

raj i** Aid Treatment: 

■ Nasogastric tube insertion to deflate the stomach. 

■ Endotracheal lube intubation. 

■ Ventilatory support and correction of hypercapnea and acidosis. 
[B] Surgery : 

Through wi abdominal approach, the herniated abdomiaal contents are reduced 
and the defect is closed directly or by a mesh if the defect is big. 

[C| Intra-ulerine surgical correction : 

Was tried with limited success. 



7~g J ca rcinoma of tneoesonhayus 



* Incidence : 

■ rim pomiMi OIT cancer) about 4% only. 

■ Age : > 50 year. 

- Sex : 1 Male : 1 Female. 

* Pre dUpDsing_f*if torE : 

"(D rhronle Irritations 5 S (Spirits, Spices. Smoking. Sepsis A S). 
© Corrosive Striclurcs of ihc oesophagus. 
<3> Achalasia, 

ffi I nn p standing R eflux Oesophagitis. 
© li ^rrflt's ulcer of the oesophagus 5% 
fl) Plummcr Vinson s vndj 





-Site: • Upper 1/3 -> I7« 

• Middle 1/3 ^50% 

• Lower 1/3 ->33% 

■ N/E pkturc : Q Annular 

<S) Ulcerative type. 
© Cauliflower fl gmagg&B) typc 

■ Mic nKcanic nicture : (Squouws cell carcinoma) 95 %■ 

— A (Adenocarcinoma) 5% Barrett's nicer of oesophagus. 

or from cancer stomach spreading upwards. 

* Spread_: 

• Efegrt Spread ! Both in (Transverse & longitudinal) direction Ibcr. 

Infill r;ilc the ^urroucdiilE.: . , , 

• Ce^ &w*^ ■* T™*^ nsw"- * CVot,d shcalh * 

• Thoracic Oesophagus ■» Trachea, Pleura, Lung & Aorta. 

• Abdominal Oesophagus -> Lt. lobe Uver. Diapluagm A Stomach. 

■ Lv mnhatie Spread ; . .... 

• Cervical Oesophagi *> Soprn-clavicular L.Ks & Lower Deep Cervical L.Ns. 

• Thoracic Oesophagus ^Tracheo- bronchial L.Ns & Para- oesopagcal L.Ns. 

• Abdominal Oesophagus CoeliacL-Ns & Lt. gaslric L.Ns. 

■ Blood spread : (lung. Bone, Liver Sc. rarely Brain) 

• Upper 1/3 tumor : mainly to lungs. 

• lower 1/3 tumor : mainly to liver. 

■ Transcaelomic spread : (only with abdominal oesophagus) 

leading to peritoneal nodules & M&litjnanl ascitis then krakenberg's tumor & 
nodules in douglus pouch. 



* Staging 
T 


N ~~| 


M 


Tis- Cancer in Situ 

Tj h confii>d to the mucosa 
T2 ='confijid tolhe musciilosB 
T3 = Any size w >*h extra- 
oesophageal spread 


No - No L-Ns 
Nl = Mobile L.Ns 

(unilateral) 
N 2 = Mobile L.Ns 

(bilateral) 
m - Fgjed L.Ns 


Mu -No 

Distant metastasis 
Ml - Distant metastasis 



* CliiUcaSKctiire : 

. Tv pgofnatient : [ > 50 years & Male > Female] . 
■ S ymptoms : 

<P Dysphagia : Characteri7ed by % 

(a) mei*dious Onset , slowly progressive Course & short £uxajipn. 
(h) More to so lid fhan fluid: 

i.e. Mechanical obstruction. Bui later to both fluids & solids. So 
patient cannot swallow Jus own saliva leading :o covinous dripping of 
saliva -* Aspiration pneuomonia 
<cj At the time ff ft'* presentation, about 2/3 of circunrference of 

oesophagus lias been involved. 
® ttfeHffSfMSflF 11 is (oesapbageal-pseudo-voiniring) which is "fc 
(a) A I ka li lie fluid. 

(h) Mixed with saliva & possibly streaked with blood, 
(c) More nocturnal. 

<3> Psinj I-ate Manifestations. 

<J> Clinical Picture of complications : 

7»V'Rec unent'Larvn^ Nerve Paralysis. LendsjQ Hoarseness of voice. 

(b) Plirciiic Nerve Para'vaig . LeadsJC Hiccough & Diaphragmatic paralysis 

(c) Tmchco-oesop ha Kcal Fistula . Leads to Recurrent Chocking. 

• signs : 0> Cachexia. 

<2> Weight loss. 

<3> M etastasis . Su (pleural cilusion. Ascitis, Jaundice & Hepatomegaly) 

should be looked for. 

* Deferential JHagjJosis t£c»m_ 

as Oesophageal Stricture, Hiatus Hernia & Mamiv. Achalasia 





Achalasia 


Carcinoma 


CD Age 
©Sex 

G> Emotional 
Disturbance 


■ Middle (20-40)' 

■ Wore with Female 
• Aggravates 

the dysphagia. 


• O]d(>50) 

• More with Male. 

• No effect. 


ffi nysnhagia 
CD Pain 

(ftftmeral Condition 


• More to Fluids. 

• May be 

• Good 

General condition. 


• More to Solids. 

• No or Lute 

• Vwy Bad 




General condition. 




* Investigation^: 

"]TTh oratory : 

Complete Blood picture, serum electrolytes, kidney Junction, tests .. etc. 
[2] FnHclumlnal U/S ; The most recent. 

[*1Bflri" t n 5 wallow : 

<T) Annular lesions Will show Irregular, Narrow filling clefect 

withcharacterisiic [Shouldcriiig+ RalB laa Asoearancaej 

O Tyfild proximal dilatation dirt to short duration of cancel 
i.e. unlike Achalasia. 
[4] Qiggpj^gSSfifllULfeSiflSa* : l*mflnsirajes the lesion. 
[6] i^^mH^l : Liver (U/S), Chest <X-mys) .... etc 
e.g. Liver (U/S), Chest (X-rays) .... etc. 

[S] FxfP l!3tiv 5 cytolofltf : 

Collection of shed of malignant cells via endoscopy 

(A) [flpera bje C asesJ 

' Radical surgery: 

' - ^^ii to resect the lesion with adequate safty ma rgin on cith e r side (10 cm) 
restore The continuity of gastro- intestinal tract. i 

* Tvpespf f>per:it|g ij:_ 

, Many surgeons prefer to do 

TDial BliSDuLagectODiy, Then pulling the mobilized 
stomach up to neck to be anastomosed to ce rvical 
oesophagus in the neck i.e. paarlffflpg ' " 

Throufih Cervical & thoraco-nhdominal incision. 
^H^ n > aeg " 'oft hff operation ; 

The Ocsophapo-gastrie anastomosis is performed in ihe neck. So if 
leakage occur il will be in the neck So doesn't lead to mediastinals. 

ifMjdjB m Tumors tivoKewlSBgeraUoa). 

We reset »n to cardia through tho.a co-ubdonunal .nciMO.i then 
oesophago-gastiic anastomosis. r ~ 



then 




■ ifjotfer_i/3 o *}fitnhapwl T "' nor : ~ 

We add to resected pari portion of 
stomach tlirough thoraoo-sbdominal 
incision mcn_oesophago-gastric; hilum. 

anastomosis^ 




(The Oesophagus! 



gespiLhageaiRepIa^jiMTitjiirpefy: 

Either 1) Graslric pull-up 

2) Co3on replacement 



— ...... — i — .j.i i - 



3) Pcctornlis major niyocutancous 

4) Free jejunal replacement 



Inoperable Cases 



' Criteria of Inoperahility: 

® Unfit patient e.g. Pour Card io -pulmonary Status. 

d> Patient with Distant Metastasis as lung <£: liver metastasis. 

(3) PaLcnl willi M(ir.'..'-:i ct/fpfirsiiinm "see before". 

Palliative Procedures: 

[IllS Mea is io enable patient to Swallow !. 

fj) Intubation : By insertion of a Tube into the 
oesophagus through the growth 
e.g S0MT3r or Cetesliil Tube 




0 Paifiativi! surgery 

e.g. Colon - bypass or Gastric pull-up 
but these operations with high mortality 
for paiie.it with short life Span 

© Other Procedures as ^ 

• Bfl!M.effijS3fflK ■ AUose of 4500 rads over period of 4 Weeks 

especially for the tinner oesophageal carcinoma, 

• Laser .Therapy : Through Vaporising the tumor to provided a 

tem porary patent lumen. 

• £3. S .K$£?3EH The Last opti on as the patient remains unable 

to swallow his saliva^- Aspiration pneuumoma 
Continuous Fnllow up:for the patient to deiect any progression occur. 




Postcricsid Carcinoma 



*.0RfUlUlDR: Carcinoma of the Hypopharynx at the level of cricoid cartiSage. 

*.?§JLQlOflV.s It r.")Gy occur or. top o: (PJiunmtr Vinson Syndrome) Which is much 
more common in female. 

• Site : It arises- from pharyngeal mucosa. 

• N/E : Usually fungating mass. 

• M/P : Squamous cell carcinoma, 

• Direct : To surrounding tissues. 

• Blood : Mainly to lun& 

• Lymphatic : To cervical L.Ns. 



UTi* Ocwo|>Ii.hjiikI 



* cimical.eLcture: 

".""svmptoma : The Ear** symptom is gain i" referred to side ot tne 

neck or the ear due to simulation of (Arnold nerve). The Late 
symptom is Dysphagia. 

• Signs : Inspection i Bulge of Thyroid cartilage & Trachea. 

palpation : Loss of laryngeal click. 

*.CflJDPJlcatjo_»S : 

© Obstruction : (Oesophageal) - Dysphagia 

(Laryngeal) - Stridor & Dyspnea 

GJ Hoarseness of voice. 

<2 Ulceration, Bleeding & Infection.. 

® Metastasis. 

'J.nvesifaallpj!§: 

. Phar ynqosc opy & Laryngoscopy : 

It shows the tumor & take a biopsy. 

- Plain x-ray (Lat. view) 

H shows widening of the space between the larynx & vertebrae. 

• Barium swallow : 

It shows filling defect in the pharynx. 

" • Operable; : Total laryngcopharyngeciomy with block dissection of L Ns + 
permenant tracheostomy + oesophageal replacement 

• Inoperable : Radiotherapy. 




Cms) 
(mi) 



2000 



(2002 



• Djscuss the management of Achalas ia of Card iu (10 Marks) 
. niscuss C/P, diagnosis & tit of Achalasia (20 Marks) 

• nn between Achalasia of Cardia & Carcinoma 

of lower third oesophagus < 75 /warKS -' 

. Give a short account on Clinical Picture and 

Management of Achalasia of lower end oesophagus (10 Marks) 

p fscuss C/P & Investigations of sliding Hiatus Hernia (10 Marks) ^Jlt^s* 

Phcnjffl cancer lower 1/3 oesophagus (12 Mark) . 



Enumerate causes of Dysphagia 

niscuss path., St treatment of corrosive stricture 

Enumerate causes of Dysphagia 



(9 MarH)^^ 
^ J (10 Marks) 



Anatomical Considerations 



Cardiac 
Lesser curve-*.' 



* The Stomach is Formed of % 

• 2 Orifices (Cardiac & Pyloric). 

• 2 Curves (G.-catcr & Lesser). 

• 2 Surfaces (Anterior & Posterior). 



-fr The Stomach Is Divided Into ^ [Pyloric criflc 




Fun il us. 

Body. 

Pylorus 



© Pyloric Sphincter . 
<S Pyloric Canal . 



rjj) Arterial Supply : 



"Lesser Curve" 

.Ir-t-Gastri c artery : 

Branch from Coeliac Trunk runs in 

the lesser omentum Jhen along (he 

lesser curve to _end by anastomosing 

with Rt. Gastric artery. It gives an 

Oesophageal branch. 

Rl. Gastric artorv ■• 

Branch from the Hepatic orrery 

supply the lower part of lesser curve. 

L"Fondus of Stomach" 

■ Short Gastric branch y 

2,3 branches of Splenic artery which runs 
on Gastrtwsplenic ligament 
the fundus of stomach. 

' <&2iKBtt b!BBK th * "Greater Curve" 



* 




Mm $W mi 

superior 

Castro-duodenal artery. 
Supra-duodenal ane-ry. 



■ Lt Ga stro epiploic artery : 

Branch of Splenic artcrv runs downwards along greater curve & end bv 
anastomosing with Rt. Gaslro-cpiploic artery. 
Rt. Ga stroepi p loic artery : 
Branch from G flsfro-dudenrtl artery supplvinp the Rt. side Of greater 
curve then en d by anastomosing with Rt. Gastro-cpipJoic artery. 



Ve nous Drainage : 

• Corresponding to the Series then Affined i nto Portal vein. 



Coeliac branch 
Hepatic branc 



-> ggtgsvmppthetii; ragft : . , .. 

■ geaponsible for stimulation of acid 

secretin A liastric motility. 

■ Reach the s ^fpach through : 

Give pft paric hranch to liver & gall 
bladder then coimnuos on the Anj. 
surface' of stomach as nerve of 
latrriel and end at the pylorus i» a 
Cr ows Foot shaped l or mctoi pOWfil 

* PAfifi.^SffiS/feOfS : ; ; 

Giyc Coeliac br anch to supply intestine then continuous on the £o3- 
surface of stomach like ant vagus nerve. 

. ^sponsible for Visceral Sensation. 

. Rgiiehthe stomach From Greater spWhEc nerve fiflm Coeliac ganglion. 

([) lymphatic Drainage : 

- KnaaAida r ~"r h '' i ^n iil ' !,w For stomach essential for *> 
• EftT flrtsils sec cancer stomach 



Ant. vagus 
. nerve 




Histological Oonslderat ions 



* The Stomach is 

CP MUC OSA : 



/lS.B. : Contoininf Snecifll Cells : 
/ • Chief cells : Present at Fund 



® ^rn^nlftia : (a) i nner oblique. 

(b) Middle circular. 

(c) Outer longitudinal 
© Serosa : Peritoneal covering. 




Resent at Sody . 
A Secretes HCU 

: Present at Pyloric antrum . 
& Secretes Gastrin^ f HCL 



T] [^iigenjt ^ Stenosis 



CHFS 



★ Incidence : 

■ Rare disea se («M OOP). 

• Age : 2-3^ weeks aJk£ birth ( Never at birth ) 

■ Sex : Male : Female (4:1). 

* Aetiology : Uaknpwjj but may be due to * 

© Genctic_Eitiiil2 ( 7 % Familial ) 




f actors (7v4i'ai»in« > 
(>-.-,, i^l : Nyuromuscukr incoordination leading to Esito of pylorus to eta. 



L . 4* 

■ The Pvlo rm : Hypertrophy of ckfljlff muscle layer, which stopped suddenly at 

ihe duodenum. 

■ The Strmi aSfe : Al ] " Hypcrtrophied to overcome the obstruction, but later on 

dilated with gastritis from retention. 

■ The Inlcsi iiig. : Normal, Collapsed & Empty: 

* Cl5nicalJ»icturo : 

[Ajiyjwanate presenting with pro jectile. Non-bile sta i ned vomUin u. should 
be considered to have CHES. until proved otherwise] 

■ T^BC_ol£«ika* : (Usually Malebabv at 2-3 ,d week after birth] 

• Sympto ms : , 
<D Vfititftin§ : (a) Starts 2-3 weeks after birth. 

(b) Projectile, Progressive, Non-bi le stained. 

(c) After vomiting , die infant is V.Hungry. 

0 CoMfjM^f. '• Infrequent & Dry stooL 

; : (a) Dehydration & Loss of weight 

(b) Chest Infection(Aspiration pneumonia) 

(c) Metabolic Alkalosis*^ Tetany from repeated vomiting. 

Signs : Qmtti :"g.jflnff of nfthyn-ratjorT . 

(Dry Inelastic Skin, Dry Tongue, Sunken byes & Oliguria). 

Local : " Test Feed " 

(After a feed & In a good Light •¥ Examine Abdomen) *t 

• Upper abdominal Distention. 

• Viable neristalisls from Lt to Rt. 

• Palpable. Firm & Olive Like mass under costal margin 

& to the Rt. of the middle line. 

by Auscultation, 



CD Gastroenteritis. 
© Pylorospasm. 
<3> Duodenal Atresia. 



natal vomiting] as **> 

<§> Intestinal Atresia. 
© Volvulus neonatorum. 

© Birth Head injuries. 



[1)1 ahoratorv ; "Serum Electrolytes 1 * 

. Metabolic ^pochalarcmi^A^ 



[2] 



[3] 



0 HjjZS Plat ed Stomach may icach down to the pelvis. 

<2> Fimd level in the stomach so it has saw dish Appearances 





* Treatment: "Only Surgical" 

' I" Line QSM ■ Correct the Dehydration & Electrolytes Imbalance. 

• Pj&fflBaaa Mflaiaflm= © Stc^Jeeding.ihciiNaso-gastr'- 

normal seuine. 
© Hioh protein diet with I."V hyperalimentation: 
® Chest Antibiotics . J 1-v / 

■ fixation : (Ramsted's Pytoro myotomy) 

• A small upper abdominal incision 

• The hypertrophied pylorus is oiasped between 
Index & Thumb fingers. 

• PyloroinyotoroY is done until the mucosa of 

pylorus bulges out. 
(Any perfoiaiion of mucosa should be sutured) . 



Traumatic Disorders 




Q> Ingested- F.B, e.g. coins, pin etc 

© Locally formed F.B. (Bezoars) 

a. T.Kklt.QjtfZentS. ! formed from hair which may be eaten by children 

or mentally retarded girl. 

b. PfatfOOm ! from some plant fibres. 

c- rfSfiffafiilftaKS = in person swallowing furniture polish. 

*Tr.e3!meP!.: 

I. Conservative tH : In most cases waiting for spontaneous passage in stool 

■ Giving cotton wool in jam or honey sandwiches to wrap the 
F.B. 

■ Daily x-ray abdomen and close observation in the hospital. 

II. Endoscopic Re moval : Indicated in small ingested FB in the stomach. 



111. Operative- removal : 

■ biEGKXkmx.' h Large FB(bezoanf) 

2. Sharp or irregular FB. 

3. Failure of conservative ttt. 

4. Compli cations as Haemaimesis. 

■ Eze&MU * Removal of the F.B through a gastrotomy. 




+ .DynijM]nil : Upper GIT bleeding due to longitudinal mucosal laceration at 



*eiMcaljici«re.; 

• Common in alcoholic males > 50 years. 

« The condition usually occurs after repeated attacks of 
severe vomiting. The gastric contusion causes profiise 



• , Severe cases may pass into shock and death. 
*JjlVBS!!flat[_0_nS.: Ottophagogastruscopy is diagnostic. 

m Conservative tit Most cases respond to sedation, FV fluids and Bl. transfusion. 

ii failed Endoscopic W : By photocoagulation or Electrocoagulation. 
• Surgical ttt : in resistant cases, by suturing the linear tear through a Gastrotomy. 



Acute Gastric Dilatation 



* petiDRioR = 

It is a conditon where the stomach loses it's tone 

(mostly post-operative) so it is rapidly dilates to a Huge size. 



© 

<2> Opiates * I 8^°™ cmpting. 
O Labour. 

@ Fractures especially with (Femur, Pelvis & spine). 
CD Ventilators. 
© Aerophagia 



* 

But may be t sympathetic lone over activity ^ Hypotonia. 



* f athOjQfly.: Hugely dilated stomach wi:h ulceration from stagnation & collapsed 
intestine. 



■ Symptoms : ♦ At I s1 : Hicough & Eructation on the 3" 1 post-operative day. 

♦ Vomiting : EFFORTLESS (large, dark & wat=ryj. 

♦ Complications ; CD TMG0. from metabolic Alkalosis. 

© Dehydration, electrolytes imbalance & shock. 

■ Signs : ♦ General : Dehydration, tachycardia & J AB1\ 

4 local : Distended dead silent abdomen. 

* PJ.: From causes of post operative vomiting 

e.g. intestinal obstruction, peritonitis, paralytic ileus ... etc. 

* Inyesilaatlons ; 

Na' & K" serum level. Never Barium meal as it worsen the cose. 

* lament: 



: Ryle's tube is inserted post-operative to decompress the 
stomach. 



[B] Curative : Continue Ryle's tube + correct electrolytes (No Role For Surgery). 



\W\ I Peptic Ulcer j 



O Definition ; Ulceration of the Gastric mucosa 

O Sites : In order to frequency 

<D Duodenum " The Commonest " 

<2 Stomach. 

CD Jejunum gficr gastrojejunostomy, 

© Lower Oesophagus if Reflux oesophagitis. 

© Meckel's Diverticulum ' The Rarest ". 

O Factors Affect on HCL Secretion : I 




I A! Nervous Phase : • Stimulated by Psychie stimulus. 

• Mediated by Vagus From parcitaJ cells at Body . 

• Effect -> t HCL secretions. 

IBI Harmonal Phase : • Stimulated by food in stomach with dilated antrum . 

• Mediated by Gastrin from G cells at Antrum 
-VEffecr»- t HCL secretion. 

/C/ Intestinal phase : • Stimulated bv~Acid Chv^ in 'S;^' 

• Mediated by Enterogastone. 

• Effect -> I UCh secretions. 



SlOlll.l.ll & niKiilcMHHll 

• 



% <r& pute Peptic UJ cgE> 



Multiple Erosions 



* Aetiology } 




True Stress Ulcer 



* liiiOUailUUrfgasCric mucosa 
due to uses of NSAtPs (Kp_n; 



n 



Drucs^ which loads to 
mucosaJ blood flow by it's 
Anti-prostaglandin effect 



* Disruption of gastric 
mucosa due to 



2ry to vascular injury. 

• Retlux of bile 

into stomach 

• Patient At (l.C.U) 
with severe trauma or 
major bum. 



* Pathology ; 



* Clinical Picture: 



le Shallow Erosions 



I to mucosa and sub- 
mucosa 1 

i.e. Superficial Ulcers. 



Moderate 

acmatemesis 



* Multiple Ernsmns 
if not recognized and 
ircaicd they will coalesce 
to becomes Acute 
HmMiion liable Gastritis 



& Se 



vertf 



_ Hacmatcmsis 
'So ma y leads to Slin^k_ 



* TYPOS : fl> Cushfng ulcer : After Cerebral Trauma & Neurosurgical Operations. 

— — — g> Curling ulcer ; After Major Bum. 

* Diagnosis : f An Kroergy Casel 

— — — ~ • So we do Fn rfQsrnpy [Ha. Meal is useless as the ulcer is superficial). 

* Treatment: 




0 Withdrawal of NSAJDs. 

Q> JiJood Transfusion to Correct Shock. 

© I.V. Antacids e.g. Omeprazole (Proton Pump Blocker). 

[2j Roco nt Treatment : 

(£ Endoscopy then local injection of Vasoconstrictors. 
<Z> Endoscopy ihen LASER Photocoagulation. 




Total or Subtotal Gastrectomy (if all the above are foiled). 



@ 



Chronic Peptic Ulcej 



* Incidence 



* Types : 



* Actiiogy : 



- Moiititv : 



G, 



1c Ulcer 



25:1 



• Usually Young (30-40) years 

• 5 Male :1 Female 




Present at the l" incli. of the J* 
of 




Increased Gastric Acidity! 
I.e Hyp e racidity) | 

G> Genetic* : AelS l>y producing 
large parietal cell Mass So 
leads to High HCL secretions. 

@ t Va^al Trine : due *0 

Mental Stress & Nervousness. 

til Jn^ pged Gastrin Hormone 

• f Secretion ': Due to 
aolltaBer EUisfttfs Svnfl- 
romel i.e. Gastrinoma. 

• i Inactivatjgrt : Due to 
Liver Cirrhosis. 

© Helicobacter pylori (Recent) 
which is gram (-ve) Antral 
Gastritis ->T Gastrin Release. 
© The uses of_ {NSAJDs) 

as Smoking 6c 
food etc. 




: £iJj. : Blood group (0) & +vc farnil) 
history we "Is" ,islc *ac |ora 



Hyper acidity. 



IS 



■ Usually EldcrK (50-60) years 
' 2 Male : I Female. 



pThoro are -T Tvueftf 

• r>/« / ulcer at lesser curve 

• ?>/K/7.-CiU&DU 

• Type III: ulcer at IjieaniDJffi 



i Decreased Mucosal Barrier| 
(f.e Devitalize 




rnrd Pro tective te ue roi Mucosa -. 

fTi pnndi-no-gastric HHitix : 

Due to disturbed pyloric 
sphincter so it will leads to 
damage of gastric mucosa. . 

® Antral stasis : 

Due to defect in gastric 
empring Alrophy of mucosa. 

Q T frHeobactcr pylori (Recent) 
which split urea Ammonia 
so T PH Epithelial damage 

® The uses of (NSATDs) 

© n flier causes as Smoking & 
Irritant food etc. 



WfjJeMBtwi^tiyejn 

© Atherosclerosis -> Tschaemia at 
the mucosa. 



• Hypoacidity ar Norroo acidity 




■ 



iSiumiiili 4 Duuilvixiin] 











Duodenal Ulcer 


Gastric Ulcer 


• Number 

• Site 


• Usually Siuelc. but mav be 2 (klSSiOf) 
UlCBTSj ore present one on Ant 
surface & oQipr ore on post Surface. 

♦ In the posterior surface of the 
duodenum.(l M inch of 1 M part) 


1 • Usually Slnek 

• At (unction of the Bodv & Antrum 
cm lesser curve orstomach. 


• Shape 

• Size 


• Rounded or oval shape. 

• Usually Small < 2cm. 


i.e. rulcerliearing area). 

• Usually Irr«CTlar shane. 

• Usually toree > 2cm. 


* Edge 

• Margin 


• Sloping (Healed) or Punched oat rtJnheaiedl 

• The surrounding mucosa is thrown inlo folds which converge on the 

ulcer. i.e. Rival CMivorgeace. 


• Floor 

• Discharge 


• Filled with Granulation tissue with £Jo muscle layer. 

• +w stippling sign : By Rubbing the site of u!ccr with a fmim. 

The ulcerative mucosa shows 
Minute Petechial Haemorrhage 


' Base 


• The ulcer is deep St penetrate the m 


usele coat So the Base is thin. 






* Clinical Picture: 


The complications may be the 1 st presentation j 








®Sife 

0 Character 


• Epigastric Region & to the Rt of 
middle line i.e. Pointing sign.. 

• Bumf ne pain. 


• iEtegirJt Refcfion & to the Lt. of 

middle line, i.e PoiiiUnasign. 

• Burning sain. 


® 72rat 


♦ 2 hours after int-aJ 


• Vi - \ hour after meal. 




may be % Jiour ccfors meal 
due io irritation of nerve 
endings by Excess U£L -> 
Reflux Spasm i.e. Hanger DDJft. 
(Maximum at night) i.e. Hactnmal nail. 


&£.:Np_ Himgerpala or 

Mocuimal psia. 


<3> Increased by 


♦ Irritant food. Stress & lunger 


• Irritant food. 


® Decreased by 


• Alibis & Antacids Also gating 

(patient has always some Biscuits). 


• Alkalis & Antacids Also VomltlM 
(May be self induced). 


© ite/t/rar* 


■ Burin a pain at back 
i.e. penetrates Pancreas 


• Bffljfi&JtSjB at back 

i.e. penerrates Pancreas (if Post.) 


II- Appetite -» 


•Good 


• Bad the patient Afraid to cat 




• Rare Except if pyloric stenosis 
has occurred. 


• Common fself Induced! 
to bring Alkaline bile to stomach. 




' Marked (pain occur at periods of 


• Less Marked. 




ulcer activity). 





N.B. : Wi |KHs'sTrladB which is ^ 
Chronic Peptic Ulcer+ Chronic Appendicitis & Chronic Calcular Cholecystitis 

* Complications : "Mavl 11 Presentation " 

© Perforation : with penetration to nearby organs as pancreas. 
© Bleeding : • Duodenal ulcer : Mclejm is common. 

• Gastric ulcer : Haeraatemesis is common. 
© Stenosis : • D uodenal ulcer Pyloric Stenosis. 

• Gastric ulcer -} Tea-Pot Stomach or Hourglass 
® Malignancy : "Htm with duodenal ulcer & occur with Gasuic ulcer ojuy 





Criteria of 
£25 Gastric ulcer - 
0 Giant ulcer. 
# Achlorohydria. . 

< 'Id patient with short lustory. 
<9 Resist to medical treatment. . 



* Investigations : 

[USariura^l: 



Diuiiiennl Ukcr 



Gastric Ulcer 




Ul cer NIcIjb i.-jg Q) 
full of Barium in duodenal cap 
which is normally [Triangular 
with rounded comers]. 

• Chronic Ulcer may end by 

Spasm & Fibrosis -> Pcfprrmty 
as * Irregular (Fig ©) 
& * Trifoliate (Fig 0>)- 

• Persistent deformity 

of the duodenal cap detected by 
[At least 3 serial films with 15 
minute interval]. 

i.e. Hypertonic. 

• Loca l a ed Tenderness 



(under Screen) 



• WccrH icfis 

full ofEarium on the lesser curve 
of stomach. 

Ulcer Notch will be seen at 
the greater curve (opposite to 
ulcer niche) due to spasm & 
fibrosis of circular Muscles. 

• Post- cvac notion Film : show 
convergence of mucosal fold 
towards the ulcer i.e. Barium at 
ulcer & seen radiating from it. 

Ei npiying 



t.o. Hypotonic . 
Localized Tenderness 
(unde r S creen). 



[Sionucb 1 DnodenuuiJ 



[2] Endoscopy: 

■ For visualization of ulcer & Follow up of medical Irealmcn! 

N.B. : Biopsy to Exclude carcinoma with Gastric ulcer only . 
[3] Investigation for fl, pylori !_• 

■ As Serological test & Culture from biopsy. 

[4] 



■ma,: 



■ As serum gastrin level If J 1 00 Pgm/ml m Normal. 

If > 200 Pgm/ml = Abnormal high. 
Jf > 3 000 Pgm/ml - Gastrinoma. 

15] S tool An alysis : 

* By Benzidine Test (mainly prognostic if +ve - Active ulcer. 

ff-vc = Healed ulcer. 

[6] Gastrir function ggjjj ■ (G.F.T) 

■ To Evaluate Acid secretions Sfi it will show Hyperacidity with duodenal ulcer 

& Normo-aciditv or Hy po-acidity with Gastric ulcer. 
("A) Measurement of Basal Acid Ournut <R AO) Sc. Maximum Acid Qutp nt (M Any 
a. (BasaCMd output (BAQ1 : 

The acid of an empty fasting stomach is collected over 1 hour (AspirateoV 15 
min. through Kyle's tube. Normal = 2-5 inrnol/h. 



b. Maximal acief output [MAO) ; 

After measuring (BAO) we will give (pcniagastrin) r.M. or S.C then we collect 
the acid of stomach over I hour Normal 20-30 -ininol/h. 







MAO 


II Normal 


2-5 


up to 30 


| Gastric ulcer 


2 


up to 15 1 


I Duodenal ulcer j 


6 


up to 40 j 


t 'LIE syndrome 1 


> 60% of MAO 





lastric Secretion : 



a. hwil i n-Test J 1 1 .ilia !»1 ¥ r ) 

■ The idea \ Insulin Hypoglycacmia -> f vagus -> f HCL 

■ The s/eps : 2 units soluble insulin/10 mg I.V for festing patient -> 

hypoglycacmia vagus HCL tfien do gastric aspiration, 
15 min. for 4 hours = 16 times. 

■ The value : Test the efficiency of vagus. 

■ TtttrmUs : G> Bms&tjm • &3C Of acid cone. At 1* hour above basal 

level (20 mmol/L) -> Do vagotomy. 
® £gftffigg +y* fetf Rise of Acid cone, between 1 * & 4* hour 
b. ASnlfTw : ** Do vagoiomy A Antrectomy. 

It depend on effect of chewing on tho v £fi , s . It give tlic same res,;!, 
of Hollander test but vcit safe 



(Stoma** i p...>Ji-.>..n.l 



[1] Conservative ttt 



* The Aim .: Reduction of Gastric acidity to allow the 

it's healing. 

* T he I licit c ations. : Jf flot complicated or associated with gastric nicer. 

* Thp. ffrasures ! 

[A] General Measures : 

Q> Physical Rest & to/. 

© jf'g* : Frequent small m eals & Avoid irritant Food. 



Mil k gives as a some only Because Inspite of it's neutralizing 

effect a potent stimulus for HCL. 




fijg Such as N> 
litltfine (Tagamet) 

♦ Dose : SQO ma at bed time. 

♦ Effect : The ulcer heals within 6 weeks but full dose continued for 

few weeks more. Endoscopy is repeated to evaluate healing. 

♦ Sii.'e effects : [Rare] only 5% . 

(a) Antj-aneJzv£ewc\ Because it bind to Androgenic receptors 
causing (Impotence, Gynecomastia & Oligospermia). 

(b) /r&rease Risk of gastric carcinoma. 

(c) Gar&&in ' "if High dose because itcanpawes B.B.B. 

* Ba niiitfiut: (Zantac) 

150 mg / twice daily. 

* f amotigfne fAntodino) [The most recent] 

40 me at bed time. 
© £ ra«nn P imi rj.nTocfe t Such us % 

* Dm cnrazpf . (Losec) 

♦ Jftfc : 20 mg prally in the morning. 

(a) It BlocksTha proton pump action of pareital cells. 
fbljrJgag&JtfgJ gastric acidity up to Zeja by 99%. 
{o)JfaB&SLttL>of "Zollinger Ellison Syndrome". 

• 5iV/g p/Etc/* : Long Term of treatment flBBfiMs Qaslliti§- 
0) Ant Ji dda ' 

* Cpn?Miea[AluminumHydroxide Gel - Magnesium Oxide]. 
[CJ Specific ttt for Helicobacter pyforl : (Combination of) *b 



ffl Metronidazole (Flagyl) 
(2 Teiracvclineor Amoxlcylliu* 
<S> Colloidal Bismuth (De No!) 



Give for 2 weeks to give 
pood result ^90%) 



I&owach S. DumkituiuJ 

1 i ■ ■■ 




TNI Surgical ttt 

Permanent & Adequate reduction of gastric secretions. 
<D Complications e.g. pyloric stenosis. 
@ Combined gastric & duodenal ulcers. 
@ Poor patient (financial factor) i.e. can't afford medical trt. 



© Resist to medical ireatra?nt i.e. No response. 

. . „ ® Recurrent after adequate medicfil ttt. 
i /iriiqiiCi : v 

(*) Abolishing the Nervous Phase of gastric acid secretions by V agotomy . 
< B ) Abolishi ng the Hormonal Phas? of gastric acid secretions by APlMClopiy . 



^ N.R. : Smnc Surg* una Cgniblnc Vasotomy & Anterectomy Phases?) 




(Only of Historical Interest) by J 
I A 1 ^> r vagotomy" [_<^ 



JJ. 



O Trunkal Vagotomy : ^ 

■ Dividing Both Ant & Past Vaeal Trunk? at the 
lower end of oesophagus J}ut cpmriljcajcd^y^ 

• Denervation of pylorus ^ Pyioric Spasm 
Pyloric Antral stasis -» Gastrin Release -> 
HCL secretions Re currency of ulcer. 

• Entire Denervation af whole Abdomen 

hind gut) Distintion & Biliary dyskinesia 

■ H0% Reducti on of HCL secretions hut Recurrence Rate (5-lfl% V 

■ Drainnse procedures is done as Pyloroplasty or GasrjQ-jq urostomy 

C2> Selective Vagotomy : 

■ hivittiitt Uoih Ant. A Post VaPOl Trunk* 

sparing both coeliac .ft hepatic branches 

■ There is su'II Pylorospasm only . 




N.B. Drai nage Procedure^; 

* fid stio-jr jii nuMn mil ; - 



its. of the most 
stomach to the jejunum with no gastric 
resection. 
* Puloronfasm t 

This operation destroys the pyloric 
spliiacter by cutting it (Tt has many types) 
the most popular is [HaineKG-MllOllfCZl 
Type where the pylorus is divided 
longitudinally & sutured Transversely — » 




IStamaeh & Umiilciimiil 



fJJ Polya Anastomosis : 

(End to side) gastro-jejunostomy. 
f2f Hofmeisler valv& ; 

Partial closure of the stoma to form 

a valve lhai I Dumping 



anastomoses : 





Hofmiiater valve 




Pnlya anastomosis 



[I] Conservative fft 

| * Aji Chronic Duodenal Ulcer I 

® f ° r e 66 "™"* of carcinoma [Endoscopy] should be 

• to tMssuhaw. (m mmm tffa m * it should be considered 

Ar r , .... carcinoma <^ surgery is performed. 

° r Jfulcer show ? h *eti"Z "» Continue .he medical treatment for 

* ... ^ another (Swedes. 

© We can use C vtonroleetfw tfp 'p^ - 

1 - Collo idal Bismutha to fr^ m»| ^ 

• It fom^rmeiaiyecojrt on the mucosa 

• Bacrsnpsrntjc. for Helicobacter pyJori 

• Pose : 2 tab. before breakiast & Dinner. 

2- Sucral^te_(Gastrofalt) 

• Pepsin-Antagonist. 

3- Prapfflfanrf jrjj Qioprotective far saggfe tWmm 
prostagJandins which protect gastric mucosa. 



* ZMAtm. '■ Removal of ulcer 

* The imiiwIimiL AS Duodenal ulcer. 

* 2&f If r, ""'fi"rr *o- 

(Billroth I) Partial Sastrectoim/ 

■ Indicated onty with the gastric ulc_. 
• Abou, 65% of distal part of stomach is 

removed i.e. (Partial Gastrectomy) 

■ Followed h* Gastric-duodenal 

anastomosis 



[ll] Surgical ttt 

Billroth! 




Partial Gastrectomy 



[ScuiDddi & Duodenum] 



Post-ga&trectomy Compficafioos 




[A] 'General Complications! 

» Shock, infection and pulmoaary complications 

• Iry Hge from bleeding vessels. 

• Injuries of important structures at stomach bed. 

[B] [Local Complication^ 

• Hacmatemesis : Due to bleeding from suture line of anastomosis. 

• Stomal obstruction : i.e. obstruction at line of anastomosis, by oedema al stoma 

• Duodenal blow out : Follow Billroth II — 

anastomosis after gastrojejunostomy the blind 
duodenal stump may be distended with 
pancreatic and biliary juice -> f pressure -> 
Disruption of suture line Biliary peritonitis. 

121 LMfeMlPDiicatiMs 




TA1 [ Recurrent ulceration! 

*v Aetio logy : 

A) Inadequate surgery ; 

e.g. © Missing a vagal ucrve( usually the posterior) 

© Missing a vagal branch running over the lower oesophagus which is called 

"Criminal nerve". 
OD Leaving part ot" gastric antrum. 
R) Other causes as Zollinger- Ellison syntrome i.e. Gastrinoma. 
C) Uses of ulcerogenic Drue* : Corticosteroids, Aspirin, NS AlDs . . . etc. 



a- SUe; 



Stomal (on the anastomotic line), i.e Flase 

e.g. gastro-jejunal ulcer or gastro-duodenal ulcer. 
Site uf original ulcer : i.e. True. 



^ Clinical u icture.: 

Rccurmcy of ulcor symptoms. 

a InuesjlgGUMS : , . ; , 

Same as peptic ulcer especially Endoscopy and Estimation of circulating gastrin m 
blood by radio -immuno-essay for ZHi syndrome. 

*lTMSmfl!: 

TA1 Medical ttt : 

^•Wi receptor blocker as Cimilidine. 

• Pioton pump blocker as Omeprazole. 
[BJ Surgical ttt : 

• Folhwiii" vasotomy : Antrectomy is preformed. 

• Following Gastrectomy : Vagotomy is performed. 



&, Uuodeaiua] 



[B] [Dumping | [Post-cibal syndrome] 
■ It is a sviKlrome with Vasomotor* 



■ It may be : 



111 E.ltJy 
If symptoms occur within 
t 5t . V x hour after meal. 



[II] Lais 
If symptoms occur within 
2-3 hours after meal 



[I] Early Dumping 



Rapid gasuic empting with ihc delivery of a hyperoscmolar solution to the proximal 
small gut with the result of shift of fluid from the circulatory plasma to the proximal 
small gut leading to f Intestinal activity arid ^ blcod volume. 



AR1inlralF|rflirfl: 

■ Vasomotor symptoms : 

As sense of weakness. Flushing and palpitation. 

• G./.T. symptoms : 

As Epigastric Fullness and pain with nausia ending by explosive diarrhea. 

■ Frequent small meals. 

■ Bela duna may reduce Intestinal motility. 
» If symptoms pers ist, convert gastro- 
jejunostomy to gastro - duodenostomy 

if possible, > 



^Eeiiolouv: 




[II] Late Dumping 



which is 
intestine. 



delivery of large amounts of 



Picture of IT 
carbon: 



ia, sweating, palpitation and confusion which relieved by 



A Treatment ; 

■ Avoid high carbohydrate in diet 

■ Olive oil with diet may delay empting of stomach. 



[C] [Biliary Gastritis] 

Alkaline reflux gastritis. 



[DJ [increase Incidence of Cancer] 

[agastric rcmenant properly related to Biliary gastritis 



i&Uuadomin] 



[EJ [ Afferent Loop sy ndrome) 

ft Definition: P ... 

B is a periodic vomiting of large quantities of bile 
and pancreatic secretions free of food with sudden 
relief of epigastric pain. 

Itis a mechanical obstruction of the long afferent 
jejunal loop because of it's kinking at the 
anastomosis so that the bile and pancreatic juice 
accumulate in this loop until the obstruction is 
suddenly relieved. 




vomiting. 

ftjfyaqnent: 

Operative " 

Consists of conversion of 
Anastomoses to a Raux-en-Y 

loop. 

penetrates & erodes the Transverse colon. 




lH1 ^S^. v a8 o, 0my due to ~d den™ of tne g aU Mad* 
■> tapairemenc of it's contractility-* stasis * gall stone Formatton. 

[1] |Post-vagotomy DlarrheJ -- 

fJI |Post-gastrectomv nutr itional disturbances] 

CD Weight loss. 
© Steatorrhea & diarrhea : 

Due to lake of mixing 
® Vit D Deficiency : 

Tieatcd by Vit. D supplement. 

m Ca Deficiency : 

Treated by Ca supplement 
ES Fe Deficiency Anaemia : 

Treated 



& biliary secretions. 



Ic^n iiiiicatlons oljhronjc Peptic Ulcer . 



f 1 I Perforation 



* — t » 

CS> Acute Cg> Subacute CD Chroni c 



(A) (Acute Perforated Peptic ulcer) 



* Incidence ; 



■ 10 -15% of Peptic ulcer. 

• Anteriorly, situated ulcers perforate m ore commonly. 

tat ulcer; perforates mere commoner than Gastric ulcer. 





■ Perforation occur during peri uds of cxaccrbati on of an ulcer. 

i.e. during worry, work & weather etc... 
m perforation occur due 10 relan.se 

■ Perforation Occur due to . 

* Pathology : [3 Stages!. 

f Perforation .'Escape of gastro-duodenal contents into the peritoneal cavity. 
Chemical Peritonitis : The peritonium will react by production of 

Al kaline fluid neutralizing the Acidity -f 

Peritonitis which is Slcrlfc >o called "ChCmlCal 

perTtonitis*. This slage lasts from 3-6 hours 
N.D. : This stage called (Lucid luteiYal). 

N.B. : The Length of This Stage Depends On 

• The She of perforation : The smaller in size the longer in time , 

• The Contents : Longer duration with empty stomach. 

• The General condition of the patient : The better it is, &e longer the 





N.B.; Duodenal Per fnrertAn I* teffi Serious than gastric Perforation, due to 

• The Perforation is smaller in size. 

• The Contents are Lag Irritant & More Sterile 
/ • Poured out contents flow along the Rt para -colic gutter to be 

localized at Rt. Iliac Fossa But Gastric ulcer perforates directly into., 
the General Peritoneal Cavity -> Ge neralized peritonitis. / 

ie Peritonitis : Occur when the body resistance fails. 

Micro-organisms invade peritoneal caviiy ihen ens is formed. 



* £' ™ ' cal_P»£ture_ ; (toncspondinij to Pafh. Sfnnesl 

[About £0% of coses with "+ve" History for peptic ulcer but only of 




pain 

i.e.N_euro fl enlc shock. 

. * General ; » Pallor & Sweating . 

" Pulse : Increased. 
* 7<mr» . : Subnormal. 
*LfltaJ -' Upper Abdomen shnwa Tenderness & Rigidity. (Boa n'. like) 

■ Stflge of Chemfgfll Pirin>niri« ; Patient is relieved from shock & He comes 

walking 10 the Hospital i.e. Luci d Interval 
: • No Pallor or Sweating. 
' Fnhc : Still Increased. 



* Lovil : • Inspection : fcfc; Abdominal Movement with respiration. 
' * f«lpation: Tenderness fMaxi........ at epigastrium) & Be 

Bieidiiy of the Abdomen. 
* Percussion : Ohlitrarcd liver Dullness due to 

-escaptof gas from performed gut under diaphragm 
& ShiSinE Dullnes s due to escape of free bile in 



" Stage of Septic Peritonitis : Patient shows Toxic symptoms then Finally 

Septicaemia & Shock i.e. Septic! Shock 
^£iaLcr a l.--P 0 r.c,,<i s Toxk. 

* Pulse : Marked Increased, 
■ Temp,, : Increased. 



* M Ci U : Dead silent dktended Abdomwi on A-.^nliatinn 

[Patient will 

_*D.D: "Other Causes of Acule Abdomen" as *3> 
fj^ e.g. <D Acute perforated peptic ulcer. 
Q> Acute Cholecystitis. 

<S> Acute Pancreatitis. , _ , , _ 

©Acute Appendicitis. ^ : *™ Acute Abdomen (Chapter 15) 

* hnvesb'gaUons ; " After Res n safari™ - 



• Reveal JHr under diaphragm. 
[2J P eritorteaL Tpprjinq : 

• Reveal Bile.if perforated D.U 
[3] Gastro-ciraffin Swalloff • 

• Rrv«l Escfipe of Dje Uirough the perforation. 

Mm 

■ Reveal Intra-abdominal fluid. 



ilingj 




[Sr >nin.li \ lhio.l.;iiinii1 _ 



* Treatment : 

■ Pre-Q Batatiyja I Urgent Resuscitation) 

• A_RvleTube fo r suction & Careful attention to 

• /. V Fluids guided by Electrolytes Estimation. 

• J- V A.B. & Omeprazole. 



£ N.B. : Blood Transfusion indicated only with late cases with Toxaemia) 

l ir^p* operation: [ Laparrttomy] 

d> T he simplest firoctdure : Closur e of perforation with Covering Omental 
Patch, (hen peritoneal Toilet then Abdominal Closure with Drain. ■ 

© Some Surgeons perform definitive operation provided that good general 
condition of patient. But may increases the Morbidity St Mortality Rate. 

* If Duodena l Ulcer & Vagotomy + Drainage procedures. 

* If Gastric ulcer Partial Gastrectomy * Gastro-duodenostomy. 

N.Q-: Whether <E or Q> jjloptf is taken to exclude Malignancy if G-U. 
t^ pftt- operat ive; The patient is treated medically For his ulcer disease. 



B) f Sub-acute Perforated Peptic Ulcer 



- This is a Small Perforation allowing only a minimal -WRO""' of contents lo enter 

the peritoneal cavity and is rapid lysealed . 

■ It Gives the same early signs but much less severe. 

■ Ifnin^no scd Correctly it ca n be treated Conservatively. 

<£) ( Chronic Perforated Peptic Ulcer ) 

- Men n3 Penetration into an adjacent structures. 

■ The Most Common Example is penetration to pancreas. 

■ It iKsiispecffd when the pain becomes referred to BACiC 



* UicirJence : 

• 20%of Peptic ulcer. 



|JQ | BleediiHj I 




■ Haematemcsis 

• Mejena-^Morcc 

* Aetiology : " game As Perforated ulcer" 

• Mild Degree : Bleeding from Granulation tissue of the floor of ulcer caused from 

Trauma by Solid food. 

• Severe Degree : Erosion of a Small Vessel in the ulcer. 

• fatal fegree : Penetration of a Large Extra-gastric Vessels 

as splenic artery or g astro- duodenal artery running near 'the ulcer. 



* 



* ClimcaljFiclurej 

f in Mosl of cases there is History of ulcer dyspepsia. Occasmniilly the 
Bleeding is ihc 1* presentation]. 

• Haematemesis : Dark red & Acidic with food particles. 

• M clena : Altered blood in stool. 

- Si™ ^Progressive Shock: [If Severe or Fata! Types]. 



* D.O : Jj-Other Causes of Upper "GIT" Hacmcrrhagc 

■ Causes flt upper CfT HtfC 

[A] general Causes : Hypertension, purpura or Hypoprothrombinacmia. 

|J3] Tiff , "* 1 Causes : (Oesophageal Causes) 

(J) Oesophageal Varices. 
<2> Oesophageal Carcinoma. 
O Oesophagitis (Retention or Keflux). 
CDF.B. Impacted. 



(Gastro-iiitotfF.nal Causes ' ) 
0 Chronic Peptic U]ccr. 
© Gastric Carcinoma. 

© Acme Gastric Erosions* Acute peptic ulcer 
In F.ovnt : The Pnrnnmnest 3 causes are : *0- 
CD Oesophageal Varices 50%. 
© Chronic Peptic Ulcer. 
<3> Acute Gastric Erosion. 



D.D 


HacfnatejH«sSfl 


H.ieniojjfsis 


• History : 

• Preceded bv : 

• Followed bv : 

• The Blood : 


• GIT Troubles. 
•..Vomiting. 

• Mclena. 

• Dork Red. Acidic 
with food panicles. 


• Chest Troubles. 

• Cough- 

• Blood stained Sputum. 

• Bricht Red. Alkaline 

with frolhy sputum. 



) D.D 


Blet'iliny L'kcr 


BlecdJntj Varices 


• History : 

• Endoscopy : 

• Portal Pressure : 


• Dyspepsia reh'efed 
Bv Antacids. 

• -*-ve Ulcer. 

• Normal Pressure 


• , Liver Cirrhosis & 
Hep atospl enoaiegaly 

• +ve Varices.. 

• ***G h Pressure. 

• Control Bleedinfl. 


• Scm?esraken Tube : | 


• No Effect. 



* Investigations.. : "After Resuscitation" 

[1] HR"/.&r| flg m a tr.rr.tB value: 

• For proper replacement of Blood & Plasma expander. 

[2] Endosco py : 

• The ulcer may show Bloodclol at the floor. 

* * 

[3] Blood Examinatio n ; 

• To exclude Blood diseases as Purpura . 



(Stomat-b X Dnoileiwml 



* Treatment : 

[1] Conservative Treatment : 

[fl] Resuscitation 

fThe Aim is lo restore the blood volume & Arresting the bleeding). 

• ( ibsolue lied Rest under opiate sedation. 

• Hvfc's Tube i To <D A sags the amount of bleeding. 

© Prevent it's propagation to the gut. 
© Irrigate die stomach wiih copious amounis oflce-cold 
saiinc which help to arrest the bleeding. 

• /. V Blood Transfusion to correct the hypovolemia. 

18) Diagnosis : 

• When t he condition of the patient becomes atabili?ed . Investigations arc 




icisim-seauennrcatmcnt 

• The patient is given the routine treatment for peptic nicer including 
Cimetidine (Tagamet) I.V &. Antacids. 



* Observation charts : For Pulse, A.B.P., Temp., CVP, Urinary output & 

Amount of bleeding. 

[2] Surgical Treatment : 

ffl] miliCatiDnS IVlanrlHtnrv jn> 

CD If patient is already under medical ttt, but conservative treatment has 

noshing more. So ope ration is essentia) . 
0 If the bleeding is recurrent while patient still in hospital. 
CP If Initial bleeding is severe & equal 2 liter or more . 
® If the bleeding is continued inspite of transfusg 1 litter or more per day 

to maintain stability. 
© Hold atherosclerotic patient 
© If the patient with long history of ulcer disease 

IB] Doer atltfe procedures with I m j patient 

• The decision should be Taken early [within 48- 72 hours) 

* If Duodenal Ulcer Vagotomy + Drainage procedures. 

* If Gastric ulcer Partial Gastrectomy t Gastro-duodenostomy. 

• Cflstrolomy or Duodcnolnmv J 3 done to visualize the ulcer, the bleeding 



(C) Operative procedure with l unfit inmenMrwmi ofbieedinpanry* 

• If bleeding coming from ihc ulcer floor : Obliterate ulcer by sutures. 

• If bleeding coming from eroded vessels at the ed gc_: Underpinning on 

either side of ulcer. 

• If bleeding coming from cx tra-easinc vessels : ligate mem. 

[3] Endoscopic Treatment : (The Mos: Recent) 

* Bvjfsjm* ! LASER Photocoagulation. 
Or Diathermy Coagulation. 
Or Vasoconstrictor agents as Noradrenaline. 



ml ! i iiuous Contractures of Peptic Ulceration 
«-J — ■ i — ; — 



® <j ffioric Stenosis 

* Definition : It is a naimwmr of pyloric cjpal interfering with the 

— — — —— downwards passage of gastric Content 

* - C - -° 5yj F^^f.^ais around the duodenal ulcer. 

* pathology : 

■ The Pylorus : Cicatrized & Stcnosed. 

■ The Stomach ! At 1 B Hypertronhicd lo overcome Lhc obstruction, but L ater on 
TheMon] ^J L^Sthetn^a with sftstritis from retention. 

. ThnTntestine : Normal & Collapsed. 

* CM nit^ai Picture : 

" pateUt with long history of ulcer dyspepsia, althou gh aoroa cases occur as £ 
presentation. 

■ Symptoms : 

<£> Vomiting : (a) Occurs once^day at tfie evening. 

(b) Projectile, Non-bile stained & euniainirta food fiom previous 

meal with foul odour. 
(C) Aft er vomiting, the Initial periodic ulcer pain is lost and 
replaced by epigastric discomfort. 

(SJ CffmphcaiJ^ ( a ) Dehydration & Loss of weight 

(b) Chest Infection (Aspiration pneumonia). 

(e) Metabolic Alkalosis Tetany from repeated vomiting 

- Siom : General : "ft'ons of Peh^Hraflon" 

(Dry Inelastic Skin, Dry Tongue, Sunken Eyes & Oliguria). 

local : 

• Upper abdominal D istention . 
Visible peri stali sis from Lt. to Rt. — K f?C2Sx 
.by Auscultation. 



[from oilier causes nf Pyloric Stenosis ! as **> 
© Coiteemtql : Congenital Hypertrophic pyloric Stenosis (CHPS). 

© Mn&isDi • tf~ M ^^dnnmruherA rarely T.B or 3. 

® Neoplastic : r*„ner pylorus. 

G> T^To7al : Pylorospasm or Achalasia of pylorus 

O^ ^^^afr.^ g Caliper Aeadjancreas. 

^ Th«. f^mmnrr-* p «■■""■« «™ : Cicatrized P.U. & Cancer pyloruaj 



[StOUlM* X l)m>i!cimia) 



* Jriwes^tisations ; 

m Laborat ory : "Scran HcciroLjiL-s" 

. Metabolic (Hypoefaoliuernic) Alkalosis & I Nfl 
pjEndoscopv: 

• Stenosed pyloric ring & Retention gastritis. 
r31 BariumJVTeal : , 

© Huge Dilated Stomal may reach down to the pelvis f* 
© Fluid level in ihe stomach so 





M c °irect the Dehydration & Electrolytes Imbalance. 



normal saline. 
® High protein din with LV 
® Chest A 



Oytration : (Trunks! Vagotomy & Gtstro-jcjufios tymy) 
[II ihti st3Jiifartf Irealn&itkt ttearBii tbiirrntinn-f] t> 

<D Endoscopic Balloon Dilatation "Tae Most Reccni". 
© Pariial Gastrectomy -t Gas tro-jejun ostomy. 
CD Gastro-jtfjunostomy alone in elderly. 



[our Glass Stomac 



• It is due to cicatrized ulcer on lesser curve of the stomach, 
lie stomach is divided into 2 pouches (Proximal A Distal). 
It is diagnosed bv Endoscopy & Barium Meal. 
It is treated by Partial Gastrectomy i.e. Removal of distal pouch. 




■TrPOt Stoma cB^ 

ILM due IQ ulcer on lesser curve of tiie stomach causing shortening 
of lesser curve, thus causing Ae pylorus becomes relatively hiph ^r 
and represented by features of pyloric obstruction. 




Malignant Ulcer - 1 



* Duorff nai Ulce r ! Hgyer to turn Maiienam. 



* CjsIricWccr:] 



(toturnMalifiaanlMXl. 




ISloiliaeli i Duo(Il-«i»iii) 




a Incidence : 

■ "pig corn in onest GIT Cancer. 

■ Age: > 40 years. 

» Sex : 3 Male : I female. 

* Predisposing Factors ; 



Chronic Irritnlion causes 



;: 5S (Spirits, Spices, Smoking, Sepsis & S) 



Other Factors as **> 

0) Diet cenmininc carcinogens as Hydrocarbons 

© Blood group (A) & also common in Japanes [Epidemic] 



© Post-vagotomy &~poM-£asterctomy ( due to reflux, of bile ) 



© Pernicious Anaemia 

CD bdi. r.-hnctcr pvlrri (RecantJy) 

© Acii'loi-hydHa . 

C5> Heniyn fiiistric neoplasm as Gastric Polypi. 
Benign Gastric Ulcer Very rare < 1%. 



3> Cardia (25%) 
® The whole stomach, very rare 



-* Pathology ; 

-Site: 

<2> Body (15%) 
• NiTE Picture : 2 Jypas: 

* Ad v p need. gas&jgjGa rein 

© pifft &tfy Xff ft}i ratine Type ; " 

"Llnrils Piastica" The wall of stomach 
is g reatly thicken e d and Indurated while 
the lumen is greatly reduced. So it is also 
^Ilcd "leaiher name sicmaeir 
® Ulcerative Type : 

Wiih Raised Everted & Necrotic Flfior ! 
<3) Ftinvntin fr Cauliflower Type . 

* Eacb£fl3stnc_arcinpmAi 

CD Protrudine Type. 
0 Superficial Type . 
Q) Excavated (Penetrated) Typ e. 
■ Microscopic picture : (Adenocarcinoma) 95% 

• Colum nar cell Adcnoc* 

• Spheroidal cell Adenocarcinoma. 





* Spread 



• Colloid cell Adenocarcinoma ( poor prognosis) 
& (Squamous cell carcinoma) 5% i.e. From oesophageal spread 

Both in f n^pth f ptrcurnferencel of the wall of stomach Ibfitt 



Li By both < Embolization & pcrnicatio 
a The stomach is <t iviclocJ into 4 areai by : 

a. Line parallel & in between the greater ^ 

& lesser curves. | * ' 

b. Another 2 perpendicular lines pass 
iiom this line to the lesser & greater 
curves. 

SQ Both a & b dividing the stomach 
Into 4 areas. 



-• Drains into the splenic 
L.Ns then Lt. gastric 
L.Ns Gaelic L.Ns. 



Lt. Gastric LNs 
COEllRC LNS 



Supra-pyloric L.Ns 
■ 

Sub-pyloric L.N 




iploic L.Ns 



> Area flEJ .- Drains into Rt. £asrro- 

epiploic L.Ns 
subpyloric L.Ns -> 
suprapyloric LNs -> 
Cocliac L.Ns. 

> Area tCi ; Drains into Lt. gastric LNs -> Cocliac L.Ns. 

> Area (D\ t Drains into suprapyloric LNs ^ Cocliac LNs. 

Bnally : The Coeliac LNs n.«i,is into para-aortic L.Ns Thoracic duct -> U. 
supiaclavicular (Virchow's gland) +v« Troisier sign. 



• Trans, pgrftonea l Wr cao iTli e Malignant cells set free in the peritoneal cavity so 
may spread to the Ovaries in younger female KllJltenburffS Tumor and 
may spread to the Douglas pouch leads to what is known as (Plummet's Shelf) 

(NM) 



1 T*»Tumor 


N = Nodes 


M - Metastases 


Tj-Cdh fined to mucosa. 
TV-Involved submucosa. 
T 3 = Penetrate serosa. 
TyDifruse involvement 
of stomach wall. 


JNo~LN cannol be assessed 
N| -Perigastric LN within 3cm 
N 2 =LN>3cm. 
Nj= Involvement of other 
central abd. LN. 


M«= No metastases. 
M|= Distant metastases. 



Type of nutient ; [ > 40 years A Male 
The disease is usually dlagj.os.nl »t g jflj 



Female] 
i go. 

Vague & mild symptoms 



® P yspepsis Group ; 
A person > 40 years who start to complain dyspepsia should be 
investjgnted for possibility of cancer stomach. It differs from 
ras in (a) Pain is severe & continuos. 
(h) No* relieved by antacids. 
<c) Vomiting blood stained 




IStomach X Duodenum] 



Vague s ymptoms as (a) Anaemia (Pallor & Easy fatigability). 

(b) Athejm (wasting & weakness) 

(c) Anorexia (especially to Meat) 

O Obstruct ive Group : 
Patient with Manifestations due to obstruction as 1 *) 
[)vsphazia with turner of Cardia or Pyloric obstruction with lumor of Pylorus 

© Mass Group- 

Patient with Ppifaslric mass for (D.C) 30%of cases. 

(i.e. Silent carcinoma) 

as Hard irregular liver. Jaundice, Vircow's gland, 
Troisier sign & Krukcnbcrg's Tumors. 

t: (a) Hacmatemesis& Melena {uncommon! 
<b) Superficial Thrombophlebitis i.c.Tri»USSMDS5igD. 

[A] Causes of Dyspepsia : 

<D Ca>.tr.ic dysp.cp.sk e.g. peptic ulcer. 
© Bilianf.!JX5P.fP.5iA e S- 8 al1 b laddcr diseases. 

© Anp.maifi).'. , .9.r..4y.5i«uiftia f » om chlonic 
® QtimtJ&wwzw flom chronic col,tis ' 

[B] Causes of E pigastric mass : 

I. Abdominal wall masses, e.£. lipoma. 

II. Intra-abdominal mosses : 

QStomach : Pyloric obsiruction or cancer. 
0Lu lobe liver ; Tumor or cyst. 
6> Transverse colon ; Carcinoma or Intussusception. 
0 Pancreas ; Cancer head pancreas or pseiido-pancrt 
©Aorta : Aneurysm or para-aortic L.Ns. 

III. Epigastric hernia. 

[C] Causes of Athenia as presentation. : 

e.g. cancer stomach, cancer liver & cancer caecum. 



* Investigations : 

[1 ( Barium f/eal : (75% Accuracy) — » 

® IrreeularfiHinQjlefect in the Pyloric antrum 
or 




ccyst. 



0 In fiwtfni cnrciwomii, the patient should be examined in 
Treinlk-nlmnrs million . To see the growth of tumor 

situated in the fundus. 

tS Iflrygjffr_ex. outside ulcer bearing area with nonotch 

curve. 




«3> Unitis Plasties Marked narrowing of the lumen with 
distorted stomach and the barium flow is interrupted. 




(Stomach & DuoiK-HWiul 




'£ti with proximal dilatation 



C.esemeric barium shadow around 
the elevated edgeofthe ulcer. 



!2J GastfgsrrOpy-&-gioaav : 

• Dem onestroles ilic lesion (Most accurate) 

[3] Mgta^atte W/wlf » P : 

• U.Y.g.r (U/S) for Liver metastasis. 

• CIh-sc (X-ray) for chest metastasis 

• Abdomen (CT scan) for L.N. Involvement. 




N.B: Orliar Inrtsiiitnilnn^ *fr 

(*) !l!£0*!_Pi£litre : For pernicious anaemia 
Cb) Gastric Function Test : For Achlorohydria. 
(c) Tumor Marker : (CJLA) 

Care u>o- Emb ryonic Antigen in 65&of cases 

[**! L^ph.CJi^tivQ cytology,; Malignant cells can be obtained from the stomach by 

lavage with saline -> colleci -> cytology. 

* Treatment : 



(S) [Operable Cases]] 



* Radical Excision : 




• Removal of tumor with safely margin at least 5 cm above & L5 cm 

of the duodenum below it 

• Both omenta. 

• All Draining L.Ns 

• Ligation & Division of vessels. 

• Splenectomy.. 

• Tail pancreatectomy. 



A cevrdinz to the site of neopiasm. 

the extent of resection will be determined. 



[TJ lum 




JSuMotallowerBailicalCasUectumv) 

of the remaining upper stomach tn the jejunum % 




L.N* 



Spleen 

Greater, 
omentum- 




IIUI.MM.IL'J 



JTT] Tumor of.(.heJiotlv --> iTaialBaillcal Casiteciomtfl 

XliCll anastomosis the oesophaguea la" Roux-KfV-Y" loop of jejunum ^ 






Tum QUiiOliiJiin gus tOeswhBBQ-GasttecloiMriOcm from oesophagus' 
Then anastomosis ihe oesophagus to "Koi cc-KV-r' U»pof jqunum % 





(B) [jnoperable cases 



* Palliative procedures : 

CP Palliative Gastrectomy 

® Palliative Ant- G astro -jejun ostomy for Irremovable tumors in 

: Pyloric region, 
esophago-jejunt 
the Cardiac regions 




® Palliative Oesophago-jeiiiDOStomy for frremowfble Tumors in 



KB.: Radiotherapy £ chemotherapy : (Little saJjt;) 

is Irremovable, Incompletely resscctable or Recurrent cases 




* Prognosis: "Very Bad '\ 

Only about 40% are operable and 
Only 5% are alive 5 years after surgery. 

But cure rate 80 % - 90 % in Japan because of early, detection 




Benign Tumors 



[l] From Glan d (Adenomatous polype of the stomach) $ : 



F 



• Rare & is 50% as$. With pernicious anemia. 

• Single or multiple (precancerous A 0%) 

• Common in distal 1/2 of the stomach pyloric obstructio 



*fiE£s Epigastric pain (+) vomiting (+) bleeding. 
*jDSf5Sta?lftflSL : - Barium meal. - Endoscope. 

*_ttt; - Localized : excision (Endoscope-gastrotoray). 
- Multiple : 



[2] From Muscles ; Leiomyoma. 

[3] From Nerves : Neurofibroma. 

[A] Polypj of Peurz-Jcghcr syndrome . 



— V Written Exams 





Discuss ttt of Congenital Hypertrophic Pyloric Stenosis (10 Marks 
Discuss C/P ' Diagnosis & rtt of Perforated Ch ronicD.U (20 Marks) 



Descrih the Anatomy of Stomach A Duodenum 
Discuss Aetiology, Complications & treatment of 

Pyloric Obstruction . 
Discuss Complications of Chronic D.U 



( 10 Marks) ct ju jji 
(10 Marks) ^Ujjj 
(30 Marks) 



• Discuss Path. 



EflU fflggSS the causes of Pyloric Obstruction . How to 
diagnose the qhs due to Scarred D.U & How to tread it (20 Marks) 



Discuss C/P & Invesiigations of Acute perforated Marks) 

duodenal peptic ulcer . ' ' 

• Discuss Anatomy of Lymphatic drainage of stomach Marks) ^JlS jjj 

• Discuss Path., C/P & ttt of Cancer Stomach (15 Marks)^ ^jj 



• Discuss cicaterized Pyloric stenos is (C/P & Management) (15 Marks) ^ jj*' 



Discus* pathology & C/P of Cancer stomach 



( 20011 



Discuss Padi., & C/O of cancer stomach 



2001 I 

• Discuss Aetiology, C/P, I & m of chronic DU 

* Me nti on GYP & management of perforated P.U 



21)02 



• Discuss cicateri2ed pyloric stenosis 

• Men i ion lymphatic drainage of stomach 



| 2003 ft * Discuss . causes & management of acute gastric ulcer 
■ Discuss pathology cancer stomach. 

• Discuss complications after gastrectomy. 

[2OO4 \ 

• riiscuss C/P . L>l> & management of acute pcrtbrated DU 



(10 Marks) 
(15 Marks) 

(20 Marks) v&jM 
(20 Marks) 

(15 Marks) jjj 

(5 Marks) ^V^jj 

(9 Mark)^^ 

(9 Mark) 

(9 Mark) <s*S 

(20 marks) j>> 




AnatomicaS Considerations 




PORTAL VEIN 

* Begins by union of Superior 
Mcsemcnc Vein & Splenic 
Vein. 

* End by dividwl into Ri. & Ll 

at ihc iiver. 

* Tf.lmins GIT fiom lower 

oesophagus lo the 1* pan 
of anal canal. 



I.V.G 



Oesophageal brandies 

Short gsstrw; veins 




S.M.V I.M.V 




Histological Consliieraisans j 

Portal Tract~~[»{ 



-> Centra! Vein 
t Sinusoid 
r.ivci Cells 
Liver Lobule 



Bile Duct 
+ Hepatic Aricry. 
Portal Venule 



iHisiolQtfll of livcy Lobules"] 



Physiologica l Considera tions 



"half of it's oxygen from hepatic arterial blood & the othe. halt from the 

portal venous inflow. 

* The Avcraw flwt0 thc liver is 1 500 mL/min - 
~7hiclwl2/3 iiom pond vein and 1/3 from hepatic artery. 



a DcffniUon : 



1 Ofli'l I'" »"»""■ P"!"""™ 1' r- 

20 mrnllg (25-30 Cm H 2 0) 

* Aetiology : 

rpffrt|i Hypertension occurs mainly due lo resistance 

to the portal venous flow] It is Classified as ► 

[T) Pre-hcpatic causes : (Portal vein instruction) 19% 
• Co " if"" A figjjg or sienntit of 



I.V.C.Q 




















Portal vein 



@ Intra-abdominal sepsis. 
@ Oral Contraceptive pills. 

• Fxi rinsk Compression e.g. Cancer head pancreas. 

Qj] intrahepatic causes 80% 

• Pre-sin usoMal ; e.g. Schistosomiasis through Peri-portal fibrosis. 
■ Sinusoidal ; eg. Liver Cirrhosis causes portal hypertension 

Thr ough : 

CD Obliteration & Compression of sinusoids by fibrous Ugsue. 
© Compression of small radicals of hepatic artery & portal vein b y 
k^oftripraLinQ Nodules, 

'miwidaU e.g. Veno-ccclusivc Disease 



Causes portal hypertension Throu|H oblitralion oIT small 
hepatic venules by sub-endothelial inflamniation & oedema 



[jg- Jost-hopatic causes 1 % 



• nmld-Chiari Syndrom* : (Rare) which is caused by 
obstruction of main hepatic veins at their opening 
into LV.C due to CD Malignant invasion by flefjoiam. 

© Congenital s tenosis of suprahepatic r.V.C. 
($ Spontaneous thronbosis by 
Constrictive Pericarditis & Pericardial effusion . 



* clinical picture : 




[1] Connc 5t ' Q " °f whole GIT Tract : 

Leads to "Anorexia, Dyspepsia, Indigestion & Malabsorption". 



[2] Liver ; • In Pre-hepaiic causes : Normal Liver- 

"~~ ~ • in I»tftr-hepntic causes : Shrunken as cirrhosis, Firm 

& Not tender . 

■ In Past-hepatic causes : Congested, enlarged, SQfi and 

Tender . 



I Portal llui»crt«rii*i»»1 



[3| S plenomegaly : 

* fi aaafl Congestion due 10 t portal venous pressure. 

© //voerpfajM of R.E.S due to BilharziaJ Toxins. 
<3> Deposition of living worms & ova at spleen. 

O Firm mass at Lt. Hypochondriurn. 
Q> Pain : may be • Dull ach i.e. Stretching the of capsule. 

♦ Dragging U. Pulling on the ligaments. 

♦ Stitching (Stabing) i.e. Perisplenitis'^ 



" Per isntePjUS : due to recurrent attacks of splenic 
infarction (N ot inflammation). So liic pain result from 
adhesions of spleen with diaphragm 



Q> Pressure symptoms e.g, dyspepsia due to pressure on 
Stomach or dyspnea due to pressure on lung. 



) 



* 2rv Hvne rsnk 

Uh Splenomegaly -hPancyl0pcnifi(Anaemi4, Leucopenia & Thrombocytopenia) 
due to over Activity of spleen + Active Bone Marrow 

[-1] Porto-systemic collaterals : 

ix. 0|>eiiii)<J 0* PoitMoatanta Anastomosis 



Site 


Between 


Result 


Portal V. 


Su>teiule Y. 


& Ixiwer end of the 
Oesophagus <£• the 
fundus of stomach 


• Oesophageal veins 
From Lt. gastric 
veins A short 
gastric vein 


• Oesophageal veins 
From Atygcifl & 
Hemi-azygos veins 


* Oesophageal varices 
with * Haeistatemsh 

* Melcna 

* Fresh blood per 
rectum if massive. 


<$ Lower end of :he 
rectum aid anal 
canal 


•Superior rectal vein 
(inferior Mesenteric 
veins). 


• Middle & Inferior 
rectal veins (Internal 
Iliac veins) 


• Ano- reel al varices 
i.e. £flgj. 


QUmbmcvs 


• Para-umbilical vein 


• Superior & Inferior 
epigastric veins 


• Caput Medusae 


P Rttro-pertiomal 


• Superior & inferior 
mesenteric veins 


• Post. Abdominal 
wall veins & sub- 
diaphragmatic veins 


• Silent 

i.e. No clinical importance 



[5] Ascitis : 

HiS "Multf-factarfoP The Most Common Causes are *b 

<D Portal Hypertension Localised filtration of fluid Into the peritoneal cavity. 
® Hvno- albumin a eima ; if associated (L.C.F) liver cell failure. 
0> Liver Congestion Failure of liver to inactivate ADH & Aldosterone -> 

Salts & Water retention. 



[6J Hepatic Encephalopathy : 

• Duo to Absorbed Arumouin reach systemic circulation in increased 

amount through spontaneous norto-systemtc collaterals. 

• OP: ®fre-f.m. 

Hypersomnia Inverted sleep rhythm, Apathy, Micturation or defection 

unsuitable places, childishness ....etc. 
<£> Coma: 



in 



f71 Liver Cell Failure fL.C.F) : 

© Low grade fever, Fsetorhepaticus, Jaundice & Ascitis. 
@ Gynecomastia in Male . Atrophy of Female breast & skin 



Q> Bleeding Tendency, Anaemia • -etc. 
* D.D : jfother Causes of Upper "GIT" HaemorrhageJ 

- fWes of upper flIT Hue t 

[Aj SaSffll fi affig ■ Hypertension, purpura or Hypoprothrombinacmia. 
mi l^fljaLCiasa - t^tn^apeal Causes) 
M J — <1> Oesophageal Varices. 

<2> Oesophageal Carcinoma. 

0) Oesophagitis (Retention or Reflux). 

(DF.B. impacted. 

©Mallary weiss syndrome. 

(Gasiro-dundf'tiat (.'auxas) 
<D Chionic Peptic Ulcer. 
© Gastric Carcinoma 

CD Acute Gastric Erosions & Acute pcpiic ulcer 
ItLE awi : The Commonest 3 causes are ; *b 
d) Oesophageal Varices 50%. 
<D Chronic Peptic Ulcer. 
© Acute Gastric Erosion. 



D.D 


H.-ieina(cni«sis 1 


Haeuiujttsis 


• History : 

• pr eceded by ; 

• Followed bv : 

• The Blood ; 


•Oil Troubles. 

• Vomitiug, 

• Mela n a. 

• Dark Red. Acidic 
with Food particles. 


•CtelTroubJes. 

• Cough. 

• Blood stained Sputum, 

• Bright Red, Alkaline 
with frothy sputum. 




D.D 


Bleediny Ulcer 


ftleediuj Varices 


• Histury ; 

• pm-ifll Pressure : 

• Sen-estaUcn Tube : 


• Dyspepsia reiiefed 
By Antacids. 

• Normal Pressure 
•NoEfFect 


• K, Liver Cirrhosis &. 

HepatospJcnomcgaJy 

%+VtMsmttS... 

• High Pressure. 

• Control Bleeding. 



* Causcs^onjeaUij 

<S> Hypovalacmic shock. 

@ Hepatic coma. . 

<3> Aspiration Pneumonia. 



H&. ) Oesophageal Varices ; 
* DeiinfflfllL: 

Multiple dilated elongated tortous veins at ihe lower end oesophagus <& 



* site : 

The oesophageal varices present all through the oesophagus but the 
lower (3-5 cm) are Weed only because veins at this site lies in the 
lamina propria (between muscularis mucosa & basemenent 
membrane, so veias are not supported. 



srt>Ai4t;if 




tMfftU OFSt/lllitGl'S 
(lower .?-J cm) 



Muscularis 
mucosa 




« Asymptomatic. 

Or ♦ Haeinalcracsis which doesn't stop spontaneously due to -ve intra- 
thoracic pressure which keeps The veins patent. 

* ses_o£ eiet* lil'lfl : 

Unknown but thories are *i> 

Q> Erosion from outside by food trauma. 

<2> Explosion from inside by sudden increase in portaJ pressure. 



* Investigations : 

The Alms of Invtstiga (ions ii^Onjhotic jpatf cm" 

1 1 1 flssessmfl nr ot [iVCr_FUDCJlBllS : which will reveal 1> 
G) Law Albumin level & Hiea Bilirubin level. 
® SGOT & SG PT usually High 

© Prothrombin Time is prolonged & concentration is Lew 



[Porta! liijyerteiiAionl 



111! 



<D Immunol 




The cnlv sure method after 
Times & Concentration. 
® Ahdsnumkm • Shows (a) Cirrhotic Liver, (b) ± Splenomegaly, (c) Presence 

i in l portion ^ JMff n^ngal Varices : {j^) 

Q p.-frff.npttr ugp^r FpdQSCODV : 

shows Eafeaaaafe B ratle -g * . ,., . . 

. c?wfc / : jusj elevation of mucosa by dilated veins 



of Ascitis . 



fineftJZ : Elevated lortuous veins with Normal Mucosa— 
q'radp'm ■ Elevated tortuous veins with Abnormal Mucosa 
Grade i£ : Erosion, ulceration and shows g jicrrY re d spo t§ 
i.e. Impending rupture 



(5) gaflmaSaBBflai : 



Shows Varices as Multiple, Smooth & Rounded filing defect 
i c . Graut like fluDcaranca. 



^Svc^mience of Bilharzial polyps in sigmoid colon. 

I IV 1 flflff 'j^D n f H ut T ersnlenism : 

W^'^ pancytopenia 
© ^^^fflX^ffi^S!^!®^ : Shows HyperceUuIanty. 





© Radio-active Isotonic Studies '■ U:iill S P a « ent s Ki3t ' s „ ^ . 

^^'^(C^ ^ reveal diminished half life of RBCs & mcreased 
radioactivity over spleert. i.e. Increased SpTcon/Liver overactivity 
index more than 2 1 1 Hypersplenism. 



® IJHraso no graphY. . 
® CTscan. 

© Digital Subtraction Angiography (D.S.A.). 

© S pleno-poooeraphv : A dye can be injected pcrcutaneously into the spleen 

to demonstrate the anatomy of portal circulation & the 

site of obstruction. 

<S> CTg p.to.nortograDhv : A dye con be injected into small hepatic radicals to 

visualize the portal circulation. 



© Trans-SBlcnie : Percutaneous measurement by splenic pucture. 
© Trans-hepatic : To estimate portal vein pressure. 



Q> Duplex U/S : (Recent, Accurate & non invasive). 

To measure the amount & direction of blood flow in the portal vein. 



•oital llijpcrtciision] 



iVIIICHilil.sCLa 



: ft Gives "Good Idea about Ptatg of pat!en£s' 



• Scrum Bilirubin (mg%). 

• Serum Albumin (gm %) 



Ascitis 



• Nutritional Status. 

■ Neurological Disorders. 



<2 
>3.S 



-vc 



Excellent 



2-3 
3-3.5 



EaisW Controlled 



Good 
Minimal 



>3 
<3 

Poorly Controlled 



Toor 
Coma 



[ A=» 1 point, B - 2 points & C= 3 

^$ vNVvfi 3&- child A- 5-7 points - Suitable fc> r surgery. 

* %fSu(tS$S Child B = 8 - 11 points - M^inaUiaiiabJe for surgery. 

' ^ Child C- 12-15 points - 




ftlodffled Child's Classification : 

Prothrombin time is used instead of the Nutritional 
So child A = 12- 16 sec. 

B- 16- 18 sec. 
C-> 18 sec. 



* Treatment \ 



ircaimcm -. ^ ; x 

— — — — — (Treatment of Cirrhotic patient J 



J 



|~ With Portal Hypertension 



Without Portal Hypertension [ 



Willi varices 



1 



Without Varices 



[ 



I Inge iplccn or 
Hypersplenism 



T 



Preservative 

at 



iDD 



| Bleeding 



Silent 




Inbelween 
Attacks 



Sclerotherapy 




| These Patients belong to one of 4 C«tcgorio|| - 



(Pori.il Hypertension] 



f7} (Tinimtic patient wiihunt Ponal Hypertension J 

S : Inform of Avoidance Hepatotoxie drugs and Giving high 
Carbohydrates & Vitamins in diet 



(ft) f Cirrhotic patient vitfa Silent Varices) 



* There is no need for Major surgery kyj ficjflo therapy is recommended if the 
varices as jag : " aza * flow *vid«ice of impending runture by Fibre-ontic 




Onliotie patient with Active Bleeding) ) 



Fresh 



Blpgti Vglnmg s 

_nmsfusionistheM 
N.R. : Morphia or Pethidine are Contraindicated due to liver affecuon 



© Prnvg ntlon of Hepatic Encep haloeaihy: : 

Blood in the intestine will be fermented to Ammonia £o these blood must be 
evacuated from GIT these occur bv *o- 

■ Strong Laxative as Magnesium Sulphate. 

■ Smmaeh Wash must be done hourly and Repeated Encm> or colonic lavage. 

■ Oral Lactulose: It is a disaecharide sugar which is fermented by the 
~~~~ intestinal flora to lactic acid . The later will combine with 

Ammonia & Also it has a mild laxative effect 

■ Neomycin ; QJ> gm/4 hours to reduce bacterial flora. 



[Aj I.M.VH.K. 
[Bj Endoscopic Injecti 

(A) InJxzmMtl ' 5 ml EtnanotemiM Oleate inject to 

produce Thrombosis 

(B) tetwr/"!?/ • ml injected to produce Fibrosis 

• go lfl mcttlPdS may be combined. 

, ||||f Ct l pliS must tJB rCilC3ltd until the varices arc Obliterated. 

© Retrosternal Discomfort "few days". 
©Fever. 

0> Oesophageal ulceration or strictures 
® Oesophageal perforation -» Mcdiasiinitis (Rare) 



N.B. - Endoscopic Bund ligation is thcmosl Recent 
because -> 1 risk of strictures 




\C) r>rues as *fr 



| Va sopressin (Pitrcss)n) 

• BgSB : 0.2 unit/kg body wei ght dissolved in ZMml of 5% Dextrose 

and given over 20 min. 
. ficfltffl : Vasoconstriction of Splanchnic arterioles 4- Portal venous 
pressure. 

. S jrte meets : 0) Colicky Abdominal pain. 
<2> Diarrhea. 

0> Coronary Spasm Angina! pein. 
<5> Ami-diurcilc Action -» Salt 1 I & H 2 0 Retention, 
with Bderly or cardiac patient 



/W.B, ® In an attempt to prolong it's Action. It is combined with 
Glycine -> (Glypressln) 
QJ Somatostatin like vassopressin but losoil of it's strong 
action & less Side effects, It is Expensive. 



P>1 p*»™n Tr.mponfl.le " Seii B c6laken pHarianawl Tube' 



. Stomach Balloon.lfc^ (£) Oesophageal Balloon. ' 
g) Tube forsvctjgt/, _ _ = -- =r -V- ------ 





Method i Tne ^ncbaMoonismfiat«Lb^200rrUof 

upwards to press the gastric fundus. 
J bteedlnn Ml canned the oesonha«eal balloon as 



pressure should npj exceeds A% mmHg. 
c© • It Is used as ft temporary measure before urgent surgery. 

Bisatfyantases : ©••Dfemfcrj to the patient, . 
/J) © The patient cannot, swallow his saliva-*. Chest ituecwm 

q Oesophageal ulceration or strictures * 
• ® Recurrent bleeding in 60-80%. 




(D |_fnton Tubfr : 
-Single gastric balloon. 

© Minnesota Tube : 4 Tubes : 

The 4 W tube is used to aspirate the oesophagus around 
Uie oesophageal balloon. 



* Tn^r ptedfat all the previous measures failJfi *»P ^ . 
{ u pit (Child A or B) : Splenectomy I l'orio-azyE°s 

if ]hfliC«i«L9 



* Nowadays : The 

fejireftggg umil ^ e varices arc 




ginm^ Operat jong 

(2)T«al (S> Sdccu * ve 



CA>| Total Shunt Operations^ 



. Technili- : T*c distal end of portal vein is divided and Tnu«fi«d to 
..lecjffiHL- A nsCTnmosed to the anterior surface of I.V.C. 1. mav be ■» 



; t gastris V. t*Q«opfl. Branvha 

■She* veins 




tv.c 



J Kidney 
End to side operation. 



Tj- Blood supply to liver) 



J2~ 




spleen 



Side to Side operation 

"fNnt -i- Blood supply _^jjiverL 



idvantflge : Very sufficient in lowering the portal pressure. . ■ fc in _ 

S^ ag « TAcceie^c Encephalopathy ii Passage of Amm«u» to »» 



© Proxlmgl ?HfiP n - R 9rf al Shunt 



me ; SptelCCtomS is done then the proximal 
end of splenic vein is anasto- 
mosed to left rciial vein. 
Adveni ng* : lew efficient iu lowering the portal 
pressure. 

» ih^.iY;.»"B* ! The risk of Encephalopathy is 
still presents good supply to liver 

— ■- 




l( Drapartas) 



between «h e Superior Mesenteric Vein & 
LV.C b«t incidence of thrombosis is high- 




(Portal HgpertcnfilPTu!! 



(B), | Selective Shunt Operation 



Warren-safam shunt 

(Distal spleno- renal shunt] 

* Splenic vein to renal vein + 
ligation of Lt Gastric vein 
& Rt. gastn>epi[>!oic veins. 

* Advantage : Normal liver 
and very low risk of 




Distal spleno-renal shunt (DSRS) 
ophaeea! branches 

* 

short gasiric vein 



Kidney 




The portal . circulat i on is divided into 2 halves ; : 



JJX£_ kff huff (consists oflhc splrnii; vein which drjiiiN the oesophageal varices 
via the short gastric and left gastroepiploic veins into the left renal 
vein) where the portal pressure is reduced, and the incidence of 
bleeding from the varices is decreased. 

The ftizLt. (consists of the sjperior and inferior mesenteric veins bringing 
blood from the small and large intestine and passing as the porlal vein 
to the liver) where the portal pressure is still high and the liver 
perfusion is not impaired. All the byproducts of bacterial metabolism 
(ammonia and GABA) wi3l nearly pass through the liver and thus the 
■ risk of encephalopathy is not increased. 




[lJXJjf^ii&^anliUXO^ that after few years it turn into 

total shunl due to the presence of connections into the pancreas that conect 
the 2 halves i.e. Pancreatic siphon . j t is called (Modified warren) 
£ota do proper selective shunt, the whole splenic vein should be disconnected 
from pancreas. 

P ] fn pkuchi shun t : Less common 

Between Lt gastric vein & I.V.C by saphenous vein graft. 

[3] TlfSS fTn < ns.-Jgt ! wltirInira- he patk port osyst e mic shunt ) 



4 The most recent &. minimal invasive 
technique. 

« This is done using self expanding stent 
which introduced through jagular vein to 
reach the hepatic veins then manipulated 
to enter the branch of the portal vein. 

• This produce successful arrest of bleeding 
especially in patient child C. 




iOo] 




[1] 



iQ ; < The V*V mlaT U 5°' pt) ~~ ' 
Splenectomy + ligation of RL & U Gastric 
- fiXa ^vo S sels. short Gastric vessels & U 
Gastroepiploic vessels. I esvfoff gnW i& 
Gastroepiploic vessels + ligation of all vessels 
al lower 4-10 era of the oesophagus. 

^ ^rtfaeea : slope of haematcmcsis with £Jo risk of 



[2 ] gfisgB^angffl transection 

. B V interruption of submucosal venous plexus which 

is still iniact after "Hassab Kliairy" operation. 
• This operation is done by stapling. 



i . 



. Enwils Splenectomy + ligation of abdominal & 

"* "thoracic oesophageal vcsseles. 
. U must be followed oesophageal iransecUon- 



[4]UYexTj 




r Treatment is mainly medical : 

♦ Proteins lgm/kg/day (stopped with encephalopathy) 
1 eg. Aldacion is ihc drug of choice. 

♦ Mwm^ - 

CD Diagnostic. ...... 

© Therapeutic -> I Respiratory distiess. 



<D Electrolyte imblanco •> 
@ Introduce infection 
CD Ilypo-albuminaemia. 




Synthetic catheter can be introduced 
one end into the peritoneal cavity. 
r Then passed subcutaneously to 

introduced to I J.V. 

tj) Periionilis. 
® Septicaemia. 

@ Hypervolemia -> pulmonary oedema. 
® May fail. 




— • 





CiQ9p . Discuss the Aetiology and Management of 
<i^»pha B eat varices 
• Di sci: HaemjitffmesW 



(15 Marks) 
(25 Marks) 



055h • SiM account on Management of Haematemesis „ Marte . -.^ 

of Variceal origin 1 
(J998^ • QiscjjSS Diagnosis, m of Acute Hacmmcm^U (25 MafXS,/ ^ m j 

rjsn • Epumer-te causes tf*WM**i * ^ ™*nt of 

' ' bleeding vanccs. 

• Discus^ reatmept of bleeding oesophageal varices 
TnUeuss complicarions of portal Hypertension 
■ Discuss DD&managementofHacmatcm^i^ _ 

. te Aetiology , C/P & Sequelae of portal hyr*r*ns*« (20 marKs) ^ ^ 




(20 marks) 





Embryology 



cells thai foils to fuse : become 



ichymal 
The mesenchymal 




% E£^T»d tfl Of ft. P—as « 
O Splenic ligamenU and mesocolon. 

*dSS for which the spleen was removed. 



recurrence of the 



Surgical Anatomyk; 

-i — it--— « 



m v-J. ,.. - ^MV'.' 



* Position: in Lt. hypochondrium, its Jong axis in the line 
*lhape:jthas . 

<S>2tids\ - Tapering medial. 
- Broad lateral. 



©2 borders : - Superior 

-Inferior (smooth). 




* Size 



: 1 inch (thick), Sinches (wide) & 5 inches (long) 
★"weight: (150 grams). 
* surface Anatomy: 

m Draw2Trln^ersc lines with 9, 11 rifes& dmwj 
2 ve^fcal lines mid-axillary line & scapular lin< 
inferior angle of scapula). 



50 Sjzlecn is felt when it is more than 2-3 




* Peritoneal Coverings ! 
. ^KspZc7\s~oZpteie\y covered with peritoneum 
- Tt. g rfi^f^d ligament 

m Between : Spies* & 
. Contains: Splenic vessels & tail of pancreas. 

© GfltfCfcHtofc ligament 

• £env,.v» . Spleen £ siomack 

• Contains : short gastric vessels. 




omentum 
stomach 
Rasm • splenic 

spleen 



spleno- 
/ renal li». 
pancreas 



NR ■ Phrenic O-cnlic ligament : . - . 

* *^twccr7Saphr3Ei" * splenic flexure of colon, U is the mam su P! 
of the spleen, so il directs to Rt. side when H is 




pancreatic impression 



* Relations ; 

[I] ^i-pi^n-plic surface.: 

Related to the diaphragm. 

[II] VUt-cra] surfac e : 

Hilum & 4 visceral impressions 

H is a depression contains splenu, 
vessels & tail of pancreas. 

- Gastric impression. 

- Renal impression. 

- Colic impression. 

- Pancreatic impression. 

* Arterial supply ! Splenic arteiy 

" " LsTs from celiac inn*, tortous. At hilum it divided into segmental branches 
Sq partial splenectomy may be done. 

* VenOUS supply : Splenie vein 
~ "TOch re"iv« Inferior Mesenteric Vein at neck of pancreas then unites with 



Superior Mesenteric Vein to form Portal vein. 



Il physiology of Spleenj[ 



* Functions of spleen : 

© Synthesis of RBCs, WDCs during 



Splenomega ly"! 



* I'Im- (V^ rni.il Spleen Cannot be palpated clinically unless it is enlarged 3 times 

it's normal size 



Causes of splenomegally j 



[1] Congenital e.g. Cyst of spleen (may be Abo Acquired). 
[2] Infectious Diseases ; 

® Bacterial : T.B., $ , Typhoid & Para-typhoid. 
<2) Viral AMU. 

<3) Partisitic : Schistosomiasis & Hydatid cyst. 
8> Protozoal : Malaria & Kala Azar. 

[3] Blood Diseases : 

d) Haeinolylic Anaemia 

»2> Leukaemia. 

<3> Thrombocytopenia. 



[4] Metaboli^Diseases : 

ffi Gaucher'*! Disease. 
(?) Prophyria. 



<2> Amyloidosis. 

[5] Tumors : 

® Haemangioma. 
© Lymphangioma. 
<3> Malignant Lymphoma. 
© Fibrosarcoma. 

[6] Circulatory Diseases : 

e.g. Portal vein occlusion i.c. portal hypertension. 

[7] Collagen Diseases : 

" e.g. Fclty Syndrome & Still's disease. 

Causes of Huge spleen \ 



■ Bilharziasis. ■ Chronic Malaria. ■ Polycythaemia Rubra Vera. 

■ Kala Azar. ■ Chronic Myeloid Leukaemia ■ Thalassacmia Major. 



Causes of Tender spleen CFIBSl | 



T= Typhoid. 

I = Infective endoconditis 

B = Brucellosis. 



rriw Siilcciil 



[jjj j Rupture Spleen 




* predisposlngFaclors : 

"[Xj Srj enic Enfarnpmenl Which makes it more liable to Trauma, 
[ B ] mggflSfifi of th« Snlecn eg. Malaria which makes if soft. 

* ExcitinfJ Cause : "Trauma" which may be *t> 

[A] Closed : Q>J>ireci Trauma : Blunt Trauma e.g. Car Accident. 

Q> Indirect Trauma : Fracture Ribs. 
<3> Spontaneous Hupture : Rar e with Pathological spleen. 

[B] O pened : O Gunshot wounds. 

Q> Punctured due to stabbing 
Operative Trauma. 



* Pathol : 




may bq 



(2) Subcapsular Kaeniatoinfl- 
@ Superficial Tear or 'I ears. 
© Peep Tear or Tears. 
® Av ulsion of a pole of the spleen. 
© rnmnrneDtftttilntag of the spleen, 
ffi) inj ury of vascular pedicle 

* Complifajions : 

■ TTuemorrhase which may be Internal or External. 
» Svlcni c gsBHLfflay follow a Pcri-splenic Haematoma. 

■ appelated other Abdominal or thoracic injuries. 

* Clinical Picture i 

r^ ffll^y" n7 Trauma: To Upper Abdomen or lower Chest followed by an 

abdominal pain + shock. „ ■ ■ 

[Bl Ex amination : May reveals signs of Internal Mgc & Shock + gicas of 
Extt:msl Trauma bruises alLt. Hypochondrium. • 

Sever Haemorrhage with sudden death due to tearing of 
splenic vessels or complete avulsion of Splenic pedicle. 

: It passes in igjajics 
CD gjaEg of Shock : i.e. Hgpovolaemlc Shock. 

• Weak rapid pulse & Tachypnea (Air Hunger). 

• J-lvi>o tfinsion & Hypo thermia. 

• Pallor & Cold Extremities . 



© Ft*™ Of Recov ery from Shock i.e. ^***f . . 
P»e lo Temporary arrest of bleeding from Hypotension. 

© StagE of Internal Haemorrhage i.e. Signs of Kiii^e Spleen 
Due to riac again of the blood pressure 



* Tbf Signs are t> 
rA V'T^'denicss A RtaiditY ovcr LU hy^hoadrium 
fal Mass in Lt Hypochcnd; ium (pcrisple.-ic Haemato.ua) 
E3 cSSJsste : 20% of patient have feiuish discoloration around umbtUcus 
from blood irickling. . tbo 

* blood clots & Retro-peritoneal hematoma. 
[EI Kehr's si fin : Refcrrcd pern to Lt. shoulder from diaphragms lirilat - on 
especially with TrendlenbnrR'j position. 



fThe Initial Shock is followed by a long lucid ^^J^^ 
After which the patient presents with features of Internal Haemorrhage] 

|1 1 Formation ^„>w.,p«,i 3 r Hematoma which may be ruptured later. 
[2] ru«Qrc*ier Omentum seals the splenic tear then retracts later on. 
;3] Blond Clots seals the tear then retracts later on. 

* investigations s 

[1] p |p f n X-rav fUoper Abdomen) Shows *^ 

CD fihlitratlon of Psoas muscle shadow. 

<X) O bjuration of Splenic outlines. 

<S> Indentation of Lt. gastric air bubbles to Rt. 

@ Elevation of Lt. side (Copula) of diaphragm. 
© F racture one or more of lower ribs. 
© + Evidence of cause e.g. Dullct. 

[2] -^n^r&CTsc^n (Abdomen) "Diagnostic" 
• Show Pathological type of rupture spleen. 

[3] ftfrf^r"'" 3 ' Pftranentesia' may reveal .Blood- 

Anaesthesia & infusing 500 cc saline in the peritoneal cavity. If salmc returns 
bloody or pink in colour = Intra-periioneal bleeding. 




: Bl.Trar^sion, Warmth. Morphia etc.. 



■ l , i nrffi ff »r T^ , "' BW18 u ■ S?ler ' 0r:ha?hy ' 

or ©l^iillSkEi •• If ivjhid T I °; cnts • Which U wrapped by omentum. 
Z % ' help if depulpcd. 



inn iiinnr"- ^ l ^^ v _^ c "° D (OPSI) " 

* § SSSW» in the center & 
both ends of the mesh together to T3mpor^the_b,cedmg. 




IThc Spleenl 



[a] [ Operative complications! 

• Shock . Infection & pulm 

• lrv Hee . from bleeding vessels. 

• injury of important structures as Stomach, Pancreas ietc. .. 
{gjpA»l-on»rtti w rnmolicatlOnsJ 

<T) ^G eneral Complicat e 

© Post-splenectomy fevet : unsealed cause. 
Q> Vomiting & Hiccough. 
O Acute gastric dnfltarion& Paralytic ricus - 

Local Complications 



to lnrttonniv HaemtrrhuK*. .' due to slipped ligature or bad Haemostasia 
OHacmu tewsh ; due to splenectomy with active oesophageal varices. 
QSub-diaphragmalic ™il*rf|pn of blood, 
tay pfewoi-fg oeritoni : in case of ruptured spleen. 

inj^ired-^ liberation of proteolytic Enzyme -> Burst Abdomen 




1996 

(7999) 
[3000 I 
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• Discuss C/P. Diagnosis & rrt of Rupture Spleen 

• Discuss C/P of Rupture Spleen 

• Discuss C/P of Rupture Spleen 

• Discuss C/P, Investigations & m of Rupture Spleen 

• Discuss Pathology. Complications and C/P of 

Rupture Spleen 

• Discuss C/P & Management of Intra-pcritoneal Hge 

• Discuss C/P, Investigations & ttt of rupture spleen 

• Mention Anatomy of spleen 



Discuss Diagnosis Sc Treatment of Rupture spleen 
Enumemie causes of Enlarged spleen 

* 

Discuss CVT & mangemenl of rupture spleen 




(15 Marks) 
(10 Marks) 
(10 Marks) 
(15 Marks) 

(15 Marks) jUjs> 

(15 Marks) ^ js* 

(10 Marks) 
(10 Marks) 

dSMarkai ,JlS 
(12 Mark) ' 

(9 Mark)^SLSjjJ 
(20 marks . 




■ This is the largest organ in the body (1 500 gram). 

■ lio£c«2k3 the whole right hypochondrium & parts of 
epigastrium and left hypochondrium. 

*LDDc^oliriBllyei: 

lA] ^^U^^iwKi into small Ll, & very large lobes. ■ 

■ The line of division eorrnPQ"^ to. ^ 

a. Falciform ligament : on superior & Anterior surfaces. 

b. Round ligament: on inferior surface. 

[R] §ur n|cal lobe s 

. The Uver is divided into 2 equal surgical lobes by lnterlober fissure 

which extends from ^ 

♦ 4nfSr.mh • &\ bladder fossa. 

♦ .fwtofl r 6::(I.V.Q. 

a) Left lobe : divided by falciform ligament into : 

© Left iflteral segment <Z> Left maiifll segment 

b) Rishtlobe: divided by coronal plane into: 

© Anterior segment <2> Posterior segment 

^Xli 4 segments are subdivided transversely into 8 segments. So, hepatic 
resection may be done as follows : 
<D Rl lobectomy. 
<2> Extended Rt lobectomy. 
<5 Lt. lobectomy. 
® Lt lateral segmemeaomy. 
tS Lt medial segmentectomy. 



Rt. Surgical lobe 



Lt Surgical lobe 



Exlended Rt Lobectomy 

r • 



Rt Lobectomy-. Lt Lobectomy 




Lt. Lot 
•Segment 

I .ecinmV 



falciform Kg. 




.Med. 
Segmentectomy 



* Halations oitlic liven 



)A1 Kt. Lfl* *r«l surface : 



Related io the diaphragm & ent abflonunw wall. 



t To Lt) 



IC] 



(2) Groove for IVC 

q) Caudate lobe with 2 processes ; 

a. Papillary process. 

b. Caudate process. 

(4j Fissure for ligamentum vencsum. 
<5) Oesophageal impression. 

fn] jgflgjttE sarfate : <Lt to Rt) 
(fi> Gastric impression. 
(?) Fissure for ligamentum teres. 
(6) Qudrate lobe. 

(9) Call Madder fossae. 

(10) Duodena! impression. 
(ID Colic impression. 
(li> Renal impression, 

(13) Supra-renal impression. 




Supra 

- renal impicssi< 



j Relations 



of the Liuer 



* peritoneal coverings : 

upper pan 01 



* uenous drainage: 

3 hepatic veins into LV.C. 




General 
cnlarcement 



Regular | 



Wit* 




jaundice 


Irregular 




Localised J~ 
Swelling "i • 



Rfedci'a lobe. 
Hydntid cyst. 
Amoebic ntuceu. 
Hepatoma. 



Virus hepatitis. 

Cholangitis- 
pylephlebitis. 

Cnrcinoma of head of pancreas. 
Carcinoma of ike common bile rtuci. 

Hepatic cirrhosis.. 
Lute secondary twnonrt 

Hepatic elrrhojb. 
Budd-chlarl's syndrome. 

Henri failure, 
leukaemia. 
KlekeM. 
Amyloidosis. 

Meinstn»c«. 

3ry syphilis. 



MoshIvc J . 
Irregular 
enlarge nient 



Polycystic disease. 
Liver adenomas. 

Metastases. 



I Iverl 



Liver Trauma 



* Predisposing Factors: 

" ^lLlvLlj)^m^ vhich MakeS 14 ^mMk to Trauma 
[B] Djaeasei^iiiysi; ingested liver . 

* Exciting Cause: *Traum» w wliichroaybc 1 *' 

: <D flirtcr Trauma : Blunt trauma e.g. Car Accident. 
<B Indirect Trauma : Fracture Ribs. 



■ Qggn£d : CD Gunshot wounds. 

0 Punctured wounds due 10 stabbing. . 
© Iatrogenic : By Invasive investigations as Percutaneous livcx 
biopsy. 

* PaUioloBJf i 

"same Pathological Types of Splenic injuries 
Avulsion of Extra- • 

hepatic biliary passage. 




As Rupture S 
Torn bile duct 




but Ihc liver haeraaloma sometimes communicates with 
to "Haentobilia". 



* Clinical Picture: 

Histor y "f'>n uma : r ° ,J PI* r Abdomen or Lower Chest followed by an 
~ abdominal pain ± sjiock. 

-fB] fcaffljaaBfla : May reveals signs of Internal Hgc & shock + 
External Trauma as bruises stRt. Hypochondrium 

* Investigations : 

™ " gonar&CT scan : The most "Diagnostic" 

* Treatment : 




| AJ A.nti. ^ock Measure s : e.g. Blood Transfusion, Morphia . . -etc 
[B] ^mediate Laorotorny.: 'TTic priority is to Arrest bleeding" 

1 S07 We control the liver HaOTf>rrhayc.by a combination of Temporarily packing 
of 'ihc Mccding a.ca & Application of the ^tltiJUnUlUT which is application 

of a Vascular Clamp to the iiee border of lesser omentum or holding U 
between 2 fingers, to occlude the hepatic artery & portal vein for 20 minutes. 

- 



Thm) flTore nre3 Poss ibility— i 




Q> if ^nr^rhArcessibk . it is repaired by deeply placed mattress 
- J by a pad of peritoneum. 




or 



T . | (Vl , u Jiri , ,„le Ihe Incision should be extended into 
m E m£-isC SUB* : Sgg chesl |^ ^j* intercostal space. 

TMAM is ;& arrest bleeding, Jo remove the necrotic devitaliTcd tissue, Ifl 
■^^reserve as much viable tissue as possible & la do external drainage. 

© IF fk m il E«ten«lv ^ tejflM or Rarrtored liver tissue, we must * 

® ii^imiMEi^ Drainage of peritoneal cavty to avoid pentomtis to 

p rophylactic A. Bare prescribed. 



* Prognosis : 

The Mortality Rate - 1 5 - 20 %. 




*<A) Amoebic Hepatitis A Abscess. 

* (B) Hydatid Disease of the Liver 

* (Q Pyogenic Liver Abscess. 

* p) Hepatic Schistosomiasis. 

(E) Viral Hepatitis. 





* Incidence : 

■ ft & Common in Tropical countries especially. 
— Egypt i.c. H is called Troplcil Abscwf. 

■ h represent 10- 20% of Liver Abscess. 
» It is predominant with young Male* 

* Aetiology ; 

■ Organism : Entamoeba HtetolurJca 

' ^A^biT^ may follow any stage of Colonic amebiasis 

( i.e. from few davs after the onset of the disease up to rnjuiyjfijin). 

" BSi TrS^Cy« S within improper washed vegetable* in the 
intestine, -he cyst changed to be '1Wpft«0 W that induce Col.t*. 
at Rt. side colon mainly i.e. Colonic Amocbias»3. 



■ The Trophozoites invade the portal blood from the colon. 

■ The RL hbe of the liver is more affected than the LL Lobe as Portal blood 
from Rt. side of colon {site of Amoebic Colitis) drains to the Rt. Lobe of the 

■ The parasite starts the process of Jiquefactive necrosis whic h result in the 

formation of An Abscess -> I >C=Ek ~ 




m dumber : Single <W«) & Multiple (30%) 

■ Site : In the g gsiro-superior sg Krrjau; of the Rt. Lobe of Liver as the 

segmcaUJ branch of Rt portal vein (to this segment) in direct 
continuity with Rt. porta! vein. 

■ Shape, ' rTho wall] is shaggy. Irregular & containing Entamoeba as they live 

in healthy not dead Tissues. [Tho content] is M flIM:h■WJSance ,, or 
"Chflculafe pUS" which is brownish necrotic material of Desiructed 
liver substance, leucocytes & RBCs. hut never Entamoeba, 

* CllnlcaM'ictore ; 

. Ty pe of patient : 20-40 years & Male > Female. 

■ General Examination « Ljm grade Fever (38° - 38.5°) 

• Patient usually aajc. & Looks Toxic, (barly) 

• Anorexia, NausiaA Weight 



- Jural Examination : • Upper H|. Abdominal pain. 

• Tender Liver. 

* The patient mayNve Chest signs : 

CD Impaired movement at Rt. side of chest. 

* Complications : • pleu " 1 cfHlsion on Rc ' side ± lunS we 0 iuiions - 

■ 2ry Bacterial infection -9 Pyogenic Liver Abscess. 

■ Calcification. 

■ Rupture : > 

|a] Inwards : 

<P Subphrenic Abscess. 
© Pleura -> Empyema. 
<S> Lung Amoebic Lung Abscess. 
© Pcr ic-:trc!iiim -> pericarditis. 
|h] 1>nwnwnrds : 

O Stomach & Duodenum. 
© Colon. 

® Pr-ritoneuro "> Peritonitis. 
|c| fllUaUOfa S Biatt belowcostal margin (Amocbiasis Cuitii) 
• Destruction of fiver ceils -» Liver cell failure 




~ "Jp Amoebic liver abscess. © Malignant liver. 
$> Pyogenic liver Abscess. ©.Portidpyaemia. 
©Congestive liver. ' 



" Ta] 

• Stoat A tialysis : For Entamoeba Histolytica 

[B] f^Qriln[ Q glcqf IrfYgfttiqationg : 

• Plain X-ray (Chest- Abdomen) 

Shows : O Elevated F jredRt . Copula of diaphragm. 

© Obliterated Costo-phrenic angle if Empyema 
© Basal lung collapse if present. 

• w*ing bv X llfi & CT scan ; 

Which can delect number. Site, shape & size of the Abscess. 

, MR1 : The Most "Accurate". 

- Treatment j 

rH MedicaLTrc^meat ! Amcebicidal Drugs which Are successful as 

- " in — Meironidazola (Flagyl) 750 mg t.d,s. for 7-10 days • 

or TenidaJOle Uaslgyill 2 gm orally after lunch for 3 days 
[II] Asp fratlon : pjffi. guided Percutaneous Aspiration]. 

■ Indications : 

"cpTndt of Response to 5 days Flagyl Treatment 

© Very Large Abscess or 2rv, infection. 
G> Very Toxic patient 

■ Technique ^ Jflng under anaesthesia. 

® At site of local evidence of underlying Abscess. 
0> Aspiration can be repe^cd. 

~ tn njtffcult Aspiration because of miiitilocular Cyat. 
<2> If Associated with Peritonitis 
©Presence of Thick pus. 

: Through the bed of 12* rib riMterjortv. 
As most of Amoebic abscesses present at 
pestro- superior segment of Rt Lobe of Liver. 

■ 



[R] Hydatid Pi co*** thP Liver 

* Incidence : 

It is commonly seen in Iraqu, Yemen & Libya. 

* Aetiology : 

" ~. or ganism : Tape worm called [Echinocotcu* Granulosus]. 
. nnfinitivaHost: [Dogs] where adult worms live. 
■ i ntermediate Host : [Cauks & Man]. 

* Pathology: 

fA] gathooenesis : 

The last segment of adult worm is separated to pass in stool of dogs 
(Definitive HOST) which contarninaie gross & vegetables. Then the Catties & 
Man rintermedioU Best) eating contarninated grass with eggs i.t Infective 
S,aee which hatch to give [Onchosphere] which penetrate me portal 
circulation & affect the liver in the form of HydaM.cvst te. Diagnost.e Stage. 



• Number : usually single. 

• Site : Rt. Lobe of the liver is the commonest 

• Shane '• Consists of 3 layers ► 

It is consists of fibrous tissue which result 
&om reaction of liver with parasite. 

It is formed of parasite itself. 



(D AOVCNriTJA 
(7) l>MIHATEO 
riCrtORANC 

<3> CEBhlNAl — , 
LAY EH IV 



BROOD 
CAPSULt 
HYDATID 




nudatij Cijst 



Ii is the only living part of Hydatid cyst, it secretes internally the hydatid 
fluid Brood Cansules are developed from this layer & attached by 
pedicles to it's inner most wall, Then ScoUccs (Head of future worms) are 
developed within this Brood Capsules. 
rjjfjA if ,h» i ipfodfid memhrane is dama ged, the Brood Capsules becomes free 
& grow into daughter cyst. 

♦ Clinical Picture : 
——————— 

■ T &eof patient : 

Usually Male from Iraq, Yaman & Libia. 

■ Genera/ Examination : 

Symptomless or loss of weight Inspite of gafld appeme. 



Onchocphcro 





Immature 
Segment 

Mature 
Segment 



J.? ] Qravid 



miagnustic St*2«] 



Segment 



lEthlnococcns Granulosus] 




OisHssraMKJ Jaminsled 

membrane 
Laminated memcrane 
DaugnttrcyS 
Brood caos ji<> 

Hydatid HukJ 



Lift cyck of Echioowccus y-nulw*. 



■ f.actif Examination : 

• // mav be AsvmrMomotlc for years & Discovered Accidentally. 

• There is Intraabdominal mass related 10 Rt Lobe of the liver which 

is Tense, Cystic, painless & Dull on percussion with 
continuous dullness with the liver. 

• Hipliiriil Thrill : Thrill felt on percussion due to vibration of daughter 

cyst against each other on hydatid fluid. 

* Complications: 

■ 2ry Bacterial Infection leads to Pyogenic Liver Abscess. 

■ Calcification. 

■ Ruoture of cyst 

(A) Jjnwards : 

e.g. Chest Cavity leads to Empyema. 

<D Peritoneal Cavity »ft Peritonitis 

or dissemination & Anaphylactic Reaction which endanger the patient's life. 
@ Biliary Tract-* Obstructive Jaundice. 
<3> Renal Pelvis -» Hacmnturia & Colics (rare) 

* mwesiijations. 

■ Blood picture : Shows High Rosinophilia. 

• Casonl'9 Test : [+ve in 75% of cases]. 

Intro-dermal injection of 0.2 cc hydatid fluid, followed after 24 hours by 
f^dem_o,<fe Redness at site of injection. 

• Serological Tat; [Indirect Hacmagglutinaiionl. Which is the most accurate. 

[n] Radio logical In vestigations : 

• Plain x-ray (Chcst-Abdomcn). 

May show calcification or Lung Empexna . 

• imaging by V/S & CTscan to detect number. Site, shape & size of cystio. 

• MR1 : The most "Accurate* 1 . 

* Treatment: 

[A] fiurqical Treatment [EkcIsIoiiJ is the standard treatment. 

Estimation of the numberA sites of cysts is needed because of missed 
cyst after excision may leads to spillage of hydatid fluid into the 
peritoneal cavity which carries the risk of absorption into the 
circulation leading to an Anaphylactic Reaction 

* 

■ Pre c amions : 

"I "he Liver Cyst (or Cysts) is surrounded by dark prccn Towels thai are 
moisted with a Scolicidal agent as BetaiUne or Hypertonic Saline. 



■ T .-.clniloiie : 

The Cyst is aspirated 1" & Hypertonic saline is injected then 
overlying liver substance & the surrounding adventitia are incised then 
the cavity is filled with a pad of peritoneum. 




Other surgical options : 

P CHtc cumx : 

Suitable for pedunculated cyst 

Q) Partial bepafectomy : 

Suitable for large or multiple cyfls./ 



[B] Medical Treatment (MEBENDAZOllsJ 400-600 mg td.s for 6 Months. It 
is npi a good substitute for surgery but indicated only, with unfit patient or 
. recurrent cases or inaccessable cysts. 



* Aetiology 



[A] Predisposing Factors : 

03 Decreased Immunity* .* DM, Leukemia . . . .etc. 
® 2rv infection: e.g Q> Infected Amoebic Abscess. 

© Infected Hydatid Abscess. 

<2> Infected Haematoma of liver. 

[B] Source of infection; 

(U Biliarv Tract: (ChofangitiC Abscess) 

Ascending cholongitis due to biliary obstruction & infection by 

E-coli & Orame- ve bacilli. 

© Po Halvfeci (Pyaetnfc Abscess) 

fiom suppurative eppemdicitis, diverticuiitis. 
® Hep.ftt.ic artery; (Hazmatogenous Abscess} 

© idiopathic. 

■ General: • Severe Toxaemia, Fever & Rigors. 

• Charcot's Triad* [ Pain + Jaundice * Fever with rigors 1 
• Local: -Pain & Tcndencss at Rt Hypochondrium ■ 



* Investigations ; U/S & CT scan are diagnostic. 



* Treatment: 



Drainage, either <3> U/S guided Percutaneous Aspiration. 
■ or <Z> Open surgical drainage with drain 
■ong A. B . 



* ABtloloUV: 



by ; - Schistosoma Mansoni 75%. 
- Schistosoma Haematobium 25%. 



Large number of ova are laid in terminal radicles of mesenteric 
portal blood -» portal vein -> portal Tracts ■» Induce inflarr 
Bilharzial granuloma -> Excessive peri-portal fibrosis. 

* Pathology: {3 Typea) 

~m"fiW fff prrinortal fibrosis) Tvpc* : 

• • It follows deposition of few number of ova in small portal I nets. 

• Microscopically : Hie surface of the liver is Fine nodular. 

• Microsc opically : Fin* fibrous tissue surrounds small portal UactS 

with fgw. number of ova. 
periportal fibrosis) Tvne : 
II follow deposition of large number of ova in large portal tracts. 

• MacroscoDicallv ! The surface of the liver is Coarse nodular. 

• Kfieroflcora'callv : Coarse fibrous tissue surrounds large portal 

tracts with large number of ova. 
0> Mixed type : The commonest. 

* C^^compiicatJDnB: 

Portal hypertension, oesophageal varices, splenomegaly . . -. etc 

* Stages i 

~ "-Hepatomegaly. ID- Splenomegaly + Shrunken livci. 

II- Hepatosplenornegaly. IV- As in + Ascites 

V- As IV + L.C.F. 

* £featmenl : 

Anti-bilharzial drugs + m of complications. 



[uT| |]TjverTiimors 



fl> Adenoma. 
<3> Haemangioma. 



<* Primary Tumors .-^^ 
<2) Secondary Tumors: Metastasis- 




ITlic lirtil 



Primary Malignant Tumorsj 





Hcpato-celliilar 


ChoJangio-earcinoma 


. ■ ■ . 

* Incident 

■m H * 

^™ ^™ 


■ S0% of Iry tumor 

■ Maie > Female. 


■EO% of lry tumor. 

■ i-i iic- - rent inc. 

■ Old age > 50 years. 


* Predisposing 

Factors 


iD Infection : eg. HepaUu's 
B AC virus. 
©Liver Cirrhosia. 
ClAflaroxias in food Which 
- fonned by tuneus called 
[ AspirgUlusFlavus ] due to 
poor storage of grains 


CDCougeoital Cystic liver 

fibrosis. 
<Z> gholedocbal Cyst 
0> ClonorchUSinesis 

infestatioa 
^Sclerosing Cholangitis 
1 © HnernochrcmatDsis. 


* pathology: 

• 


i.e. Localized 

Mass bfS^ 
"Hbrolamellar Hepaionja* 


El *' w 


© Nodular : 


■ > 

■ 


te. Multiple ^^^^^^ 
Scattered all over die liver 


with golden yellow 
appearance »nd shows 
area of Hge and 

Necrosis. 


Le. which 'tff0i!9 
can infiltrated ■ 
the liver 


MalienanlHenatocvte 


Adenocarcinoma 


With little stroma & high 
vascularity 


from epithelial lining 
duct. 


* bpreaa 

1 


CD Direct ; to liver Substance then to the surroundings 
Q Lymphatic : LNs at Porta-hepaiis & Coeh'ac L.Ns. 
Q> Blood : Portal vein and I.V.C thrombosis . 

j& rarely lung. 
® Peritoneal Nodulw leads to Malignant Ascites. 


^Clinlcalj"lctura: 


CD The common is deterioration of health to cirrhotic pt 
O Cachexia, Atheuia & Metastasis, 
0 Obstructive Jaundice. 





Hepato-ccUuIai 


Cholangio-tajrtiiioiua 


1 

■ Signs ■* 


<D ES- Hypochondria! or Epigastric mass. 

© Slight to moderate Jaundice with low grade fexffi. 

<3) Malignant Ascites in 40% of cases. 


* D.D- : 


MM*?* I 1 ii I firiTTTl lfTT ^TTl|MiM fanif jTT 


<£> Amoebic liver abscess. © Malignant liver. 
@ Pyogenic liver Abscess. © Portal pyaemia, 
a Conpestive liver. © Viral hepatitis. 


[A )T ahnratory: 
|B] Radifilocical : 

[CI Itistrurriental : 


® I.^r..te0i!>n.X«.1 i t Serum Alkaline Phosphatase and 
t Serum Bilirubin. 

© AteteftBfcHEHfe^ : » Tumor Marker - 


<2> Hepatic A n 2 i0 SnU>by. : 

Shows Tumor circulation and vascular hepatic anatomy 

before resection.. 


Biopsy. : 

Is controversial for 
high risk Cirrhotic 
patient for bleeding 


Both diagnostic and 
therapeutic e.g putting 
internal stent. 


* Treatment^: 
fftl Operable^ 


Hepatic resection is the only hobe for cure 



N.B. : Cirrhotic naiient is contraindicated to surgery 
because of ^> 
© Bleeding Tendency. 
0 Poor function of reserved part of liver 
g> J- Capacity of liver cell fcr regeneration. ft 



fB) Inoperable -» 



<D Systemic Chemotherapy & Radiotherapy. 

i V^m^mho^tioa ( double benefit} as ischemia of 

'tumor & chemotherapy 

© Percutaneous Ethano riniection under sonar guided 

; to tumor necrosis. 
Obstructive Jaundice 



mwliT' 



Over Metastasis 1 




* Incidence ; 2D times > lry tumor. 

* Rotues : 

" V^irircutatio* : From GIT Carcinomas. — 
© u ^iiTarten : From Breast, Lung, Ovaries & k.dney. 

© m^TvZn Gsll bladder Carcinoma. 

* PaOiolotfy : Adenocarcinoma _ , 

reaction [Metasynchronous ]. 

* Clinical Picture I 'rv Tumors 

Weight loss, fatigue, 

* inwestigations : 

- 7 sTrum bilirubin & Aikaline phospbata* but U/S ft CT scan more accurate 

* Treatment: 

K Inibolisation Via the hepauc artery _ 




(7^7) Di scuss Lhc diagnosis & Treatment of 

Amoebic Live r Abscess 
rT^O . Discuss C/P of AJT)neh|r 1 iver Absces» 
(7997) . QisciUfiC/P&compUcationsof .Amoebic. 

T.iver Abscess 

fl999> ' • niscuss C/P, diagnosis & ttt . 

nf Amoebic ; ]}vtr Abscess 

[ \ . • Discuss Amoebic liv er abscess 
[2002~)[ • Discuss C/P. investigations & treatment of. 

[2003 J* Discuss MajttgCOKnr of Liver injuries 
Discuss Amoybic liver Abscess 

f 2004 B . Discuss liver metastasis 



(15 Marks) ^'js 
(15 Marks) 

(10 Marks) ^Hjfi 

(15 Marks) ^jj^ 
(10 Marks) 

tear (12 Mark) 

(9 Mark)^jjJ 
.($Mark)^j^ 

* 

(20 marks > *U j>» 




Hartmann's pouch 
Neck 



2°" pari of duodenum. 
Ampula ofvater 
Sphincierofoddi 



The Biliary ry*»«u = Gall bladder + Extra-hepatic Biliary Tracts. 
■ h~HE GALL BLADUERl 



• Ji is apear-sbaped hollow organ lying on the visceral surface of the liver, 
manned about (7.5-12.5 cm) long with normal capacity 50 ml- but it may 




. j^rpboioey : " " tuviacu * 

0 £taUtat : Closed end of the gall Madder & completely covered with 
peritoneum. 

0 Bote : Lies in contact with \* pan of duodenum & occupies the gall 
bladder fossa of the liver & partially, covered with peritoneum. 

(3> iR&ndLkulitm. : it is anguktcd posterior part of the body which when 
^.^.ll^M.rtitWi nouch 



QNGCfc "S" shaped curve: Iff mucosa are 

arranged in cresentic folds to form spira 
valve of HEISTER 

<P CxsticJucL' starts after Neck, ifs length 
about (2.5 cm), ifs mucosa 
contains Crypto of Luschka. 



Kt-H.U 
Infu ndibulum 

body 
fund 



^ - Tt-lttinnif of Fundus of C.R : 





•Anteriorly: 
♦ 




■ [THE KXTKAHKPAT1C BILIARY TRACTSj 

Q> lit Hepatic duet : is farmed by union of Ant A 
post segmental hepatic duds. 

© Lt Heratie duet : is formed by union of mat 
St Lat Segmental hepatic ducts. 

© Common Hepatic duel ; is formed by union of 
Rt&LL 



@ Common bile duct : M 

• fifsm • by union of Cystic duct & CHD. 

• Eo4x '• ■* ampula of vater (with pancreatic 

duct) in the medial aspect of the 
2** part of duodenum, 
•^tcrA:5-10cm. _ 

:8mm. 



itocft ! <4 parts) 

(a) Supra-duod enal part ; #»Jc7n; : runs 
in ihc free border of lesser omentum . 
with hepatic artery to the left & portal 

vein posteriorly. 

(h) Retro-duode nal part (2-Scm) I runs 
behined l a part of duodenum with 
gastroduodenaJ artery to the left and 



(c) Infra-iiuodenal mrt ; i.c- intra- 



(d) Intra- duodenal pari : (2*5 cm) join the 
pancreatic duct to form Ampula of 
vater which opens in the middle part of 
2** part of duodenum, surrounded by 
sphincter of oddL 

■ [Blood supply of Brliary system] 

■ C.B, ; cystic artery 

from Rt Hepatic artery. 

cystic artery & gastro- 




Of, moot br|t>ik OuC^ 




cystic artery 



Rt.&Lt. Hepatic arteries 



A of OALOT 





«cro- duodenal 
artery 



Blood supply of bile ducts runs longitudinally at 3 & 9 O 'dock position. 
So ovoid (Exploration at this position) 

* Venous dralnarjl : Cv«^ vein end at Rt branch of portal vein. 



[The BMitfQ Sy««*«nl 



m 



* ivnuinaiic Uraln»a» : 

" 7^ "* nfl.,md at junction of cystic duct & CHD ■> L.Ns in porta- 
hcpalis coliac I~Ns. 



- [Nerve supply of Biliary systeu] 
% PnrJywaiheth : fbepatio-biliaiy branch from ant. vagus nerve). It 



b) Sxmnthetic : (coliac plexus). 

.... It fcftffifil the motor Kfti nty of C.B. 

galotr r langlea : 

• B fji"" 1 ^ hv thc 1 ivcr ' ^ conunon he P alic dtfCt 
and the cystic duct 

• ft _ contains the cystic artery, land lymph nodes at tij 
junction of cystic and common hepatic duels. 




(!) 



. About 2.5%. 

• Discovered during cholecystography 

• £Jo clinical significance. 



G) imra-hepatifi Q B- 

(3) floating GJB. 

(4) Double O.B. with msk duct. 

(5) M2ifiO.B ^d^ dl ^ 

(6) S ffPtated Q.B. 

(7) ficaalcG.B. with po cystic duct 
(t) fpwlnttrt™ of cvstic duct 

(9) ftc cpyftrv ch ofgCV^tn-brnalic ducts 
(10] jA i-encric abscent 

> S eeNe 5l pa g e 



liliarvMCs.^- 

^S^^t^epfltico- Jcjimoslomy ( kasooi operation ) 
♦ If &Ur^hepatic : liver Transplantation. 




TQegnition : Dilatation of CJ.D. 
. 7^: 7 types 

^Diffuse dilatation (The common). » < 
Type 0 Localized dilatation of supraduodenal CBD 
. Type <P Supraduodenal diverticulum. 
Type ^Introduodenal.diverucu]um. 
Type @ Solitary iatra-hepatic cyst. 
Type ^Mulupleintro-Scpatio cyst (Caroll^ disease) 





Types ©, ©, G> & <3> called 
But®, © called intra-*" 1 

OR : - Attack of jaundice. 
- Abdominal pain. 




types. 



Uiit'iiiiLLaui 



v_ Chalangio-carcinoma. 
b. Biliary obstruction & stasis -> stone formation. 

<E Excision & Anastomosis. ; 

a If nojP°" iblc drairiage ivcholedc^^ucAnostomy. 

d caroll's dla«M« •» Localized ■» partial hepaiectomy. 

-» Generalized ■> liver transplantation. 



(The BUlani SgstemJ 



Anomalies in the Arteries 



Q) Anomalies of cystic artery: 

1 . A bnarmal course of cystic artery- 

2. Accessory cystic artery (may arise from the 

mesenteric arteries or from 



or 

or common 



nn annmaltea of Rt Hepatic artery : 

1 Abnormal course of ttt. hepatic artery, it may be tortuous, passing in front of 
the bile duct, it is called "Caterpillar turn" (Moynibans hump 
deformity), it may be ligatcd instead the cystic artery. 

2. Accessory Rt Hepatic artery 
may arise from superior 
mesenteric artery. 




Gallstones | 



■ 

* Incidence rCommon in ffiatty, Filthy, Fertile, Female &>4fiyca»]. 

^_ BB^ 

* Ciassincatfona : 



A)OLd_g!gs?»fi C3tiol l : 

• Bile pigment 8% 

♦ Mixed stones 80% 
p} Mnuy Classification : 



♦ Ca Carbonate 2% 

• Cholesterol 10% 



5 



G 



Cholesterol Stones 




Number 



+Ca bilirubinat 
Ca palmitat 



Multiple 



Size 



Shapt 



* < 2,5cm 



Faceted 



Colour 



« Yellowish 



•Rjdio-opaque 
15V. 



_» Single CSQllt^ hMijlticjl 
*>2.5em * < 2. 5cm 



Munillatsd 




Jiadicluceot 



Piiiiucut Stones 



Black 



Brown 



3% 



♦ Ca bilirubinat 



Spicules 



Ca bilirubinat 
+ Ca palmitat 

&■ 



Multiple 



♦ <: 2.5cm 



Blown 



Radio-opaque 
50% 



Radio-opaque 



* Aetiology: 



[A] Causes of Cholesterol Stones : 



sails.! ~. • . .. 

A certain ratio between bile sails : Cholesterol - 2* : 1 So any 
lowering of this ratio can lead to super-saturated bile i.e. [JJlbogenic 
Bile] with consequent Cholesterol precipitation- 
CD m*£&imMt* - asin*6 

. Liver diseases : i.e Diminished synthesis of bile salts. 

• Excess Oc sag&gp: which reduces ihe concentration of bile salts. 

. hsnmtinn of HII* glB »" T gTTninai ileum : 85 ™ 
Crohn's disease or small gut resection. 



This may occur in the following conditions ^ 

<D ProzesiZr&V.?. ' ^uses relaxation & Impairment of the nail 
bladder empting. 

® £*faW.P£j£mte!J£(mf<>m' »•«• Deiinervation of gall bladder. 

© i^£.Mffl£*J%&l^L9M!difff&^ B ^ of prolonged decreasin g 
"of * oral intake Decreasing of cholccystokinin 
release which in rum impair the gall bladder motility. 




3-i 



: Most probably due to decrease secretion of bile acids by 
Cirrhotic liver leading to diminished the solubility of 
any unconjugated bilirubin. 
: Some strains of E.«oli Which hydropses bilirubin glucoronidc into 
'unconjugated bilirubin . 



( 



N.B- : AH unconjugated bilirubin precipitated with calcium in form 

of Ca bilirubinate 



* CUnical Picture : 

f« ?»ll Stone* A Chronic Calcular Cholecystitigl 

. T ypt of Patient i Fatty, Filthy, Fertile, Female &> 40 years. 
Q NJj: j^pjiong to Ibis rule is too frequent ) 




■ S ymptoms : 

[A] SjjMiMILsm** Discovert* aecktegaUx by hwcstigfltiona. 

O Recurrent Attack oIBjljllY. : 

• Sif* :RLHypochondnum. 

• Character : Sever abdominal colics. 

. Radiated lo I Rt Shoulder & Inferior angle of Rt Scapula. 
. Precipitated by : Fatty meals. 

• Relived by : Aati-spasmodics. 

CP Bjllary Dyspepsia : , 
Nausia, Fatty dyspepsia, 

© Reflet Symptoms : i.e. Reflex vagal sOmulatkm 

Leading lo decrease the coronary blood flow leading to Retro- 
sternal pain diagnosed as Anfllflal Bain. 



© Picture of. complications : Sco later. 



©Tj 

ffl+v Wuriiny-s slqB: . 

The Gall bladder area is palpated while the patient is asked to 
taice a deep breath. thejiatie nt vyjll catch her breath. 



P] paint's Trinde ; O Hianjs Hernia. 

© Diverticuloais Coli. 

O Chronic Calcular Cholecystitis. 

i <D Chronic Peptic Ulcer. 
0> Chronic Appendicitis. 
0> Chronic Calcular Cholecystitis. 




IFhTck)- 



] | Mixed Sfon« ~| 



Choleiferol SfoM 



* Complications : " 

[I] Obstnir.tive Complication^ i 



Treads to 
gall bladder. 

j^eadsjo calcular obstructive jaundice & 
2ry biliary cirrhosis which occur as a 
result of intermittent obstruction over 
several years and ends with portal 
hypertension & liver cell failure (L.C.F). 

May precipitates acute pancreatitis due toregurge of bile 
Into the pancreatic duct. 

i.e. [G31I SIO0B UeilJ] (V. rare) 
. It is a fctge stone impacted in the 
Hanrnanxi's pouch -> Pressure necrosis 
Fistuiised with the lumen of ihc 
duodenum. 
• Then i< nasses through the lumen of 






small intestine by peristalisis. 
Hit ring it's course it may cause multiple 
phases of incomplete intestinal 
obstruction until it causes complete 
obstruction in the terminal ileum by it's 
size or by faecal accumulation around it. 
Finally it is impacted in terminal ileum 

2 feet from Ileo-coecal valve. 
In vcstiEation : Diagnosed only at Uparctomy 
Treatment :Millced upwards to stealthy 
part & removed by .Entrotomy or 
Resection of affected segment if impacted 

© Minkf Syndrome (Rata) . 

"ill's a partial obstruction of Common Hepatic Duct (CHD) due to stone in the 
Hartmann's Pouch. Eventually the stone erodes into CHD Forming single cavity * 
results in obstruct ve jaundice, ga At 1 
& lifiated. 

Hi] infective Complications : 

© Acute Calcular Cholecystitis. 
© Chronic Calcular Cholecystitis. 
<3> Ascending Cholangitis & Liver Abscess. 



(5 Hxleraal bil 



«.g. Carcinoma 



Stays In GB 





Migrates to 

y x 

i-nn Duodenum 
CBD throuQh fistula 



CK calcular 
cholecyotltla 



^ TKSS- 

JT T Ac calcular 

> cholocyatltlo 



+ empyema 
+ perforation 




-Obst Jaundice 

-Cholangitis 

-Pancreatitis 




Gall stone 
ileus 



* Investigations : 

PlElalDJyS3L 1 0-lmltod value) 

O n car. delect £^lcificd_KML54o£e in only 




_ _| to differentiate between 




0, It cu detect Calci fic f »» h H^ r ff ° r "'r S^nutou, Cholecystitis 
® It can detect If l -"" rv ,vs ' em Wlh ,CUIe ? 



pi) AbdoflilnaLSonar. : <»*> Accuracy 

O ft on detect CjHIitona to 

© It can dew. Illkto^^f^^ 
0> It* an detect Ml. '"' 
' Jaundice * ail»«d w II WMfi 





c) in obstructive 




fl /b/n.m«/ - So the gaU bladder will contract & n s 

stones appear p g ■ fi" !ng defect - 

to a^ss the contractility of ft******" «** * ^ 
•^no diagnose patients with Biliary Pv*!i»iaai& 



N.B- : 



<D Vomiting. 
<2> Failure of absorption. 
0> Inability of liver to 



% ffitfiSSk-" wi* .oss of it's Con**** powe. 



* Treatment : 

"™ 

[AlSjloptOall StQffcsi 



choice lo avoid future complications 



"Leave the patient for follow up. 
IB] gyjiiEtorriatLc Stones : 

The following options arc writable*- 

■ Th f Advantages. : 

Q) /.err post-operative pain. 
© Po^perative hospital stay (! -2) days only. 

© Kartt return to work. 
„ lt> 




f r >7 .in dications : 



rnl^cmancj' asno space for rm^i^^^^ 
A NSobetUy as it is difficult to induce the pffife 

<3> Bleeding Tendency. 
<$ fiver Cirrhosis. 
© Empyxna of gall bladder 

® PEyJoua upper' 



< some popularity in 1980 S > Bui not used nowadays 

■ DrtiE used ■• 

Chenodcoxy cholic ecid (IS mg/kg). 



Diarrhea, 



[C] Tr^atmont of Complications : 

According to t!ie type of complications will be discussed 
corresponding chapters. 



in the 



flcule cnolccysliiiTI 



(A) C~Acute Calcular Cholecystitj^ 



Jt is AEiii£ inflammation of gaU bladder 2rxJQ obsmiction of cystic duct or 
* Crtcirjence : 9B% 




*^atitoipgy : stone 

" " & : -Zt ^^g ^^^^ bladdcr ^ 

^S^T^p* there are 2 possibilities ^ 

> T Fthe bile remains sterile ; 

~~The gall bladder becomes distended by mucous and amuCflCeltOfHaU 

Madder develops. 

> Rat IF 2rv infection occur by gram -ve bacilli eg. E.coli. 
Ihe gall bladder becomes distended by gua and 
a pyocale rEmnvemaJ 9 \ gall Wifldar develops, 

l eading to ^ 

CD fhcWaU x Becomes Congested, Oedematous & Thick. Tg 



Omentum A Viscera ', e.g Duodenum, Colon... 
we glued lo gal! bladder by adhesions which ere 
If fibrinous, but later fibrous.. 





due to infeciion with Gas forming organism eg Clostridia 

■ XM% ^fiction is highly virulent & accompanied by gas formation -> Early 
^ cflnfireneofthe gall bladder. 

*Fate: 
— — 

■ Tn Most of Casea : . 

The stone dislogesand the Inflammaiion is gradually subsided, leaving 

Chronically inflamed gall bladder. 

■ h»« less commonly : «_ 
The Iitf animation is more severe with progressive distension leading to 
thrombosis of the blood vessels ■» Perforation of gallbladder with either 
localized peritonitis or less commonly generalized peritonitis which is 
(0-5% only). 




- . - — - 

/^V^(a)Th<JWus : which is fer p™"' fi ftffl Wofld supplv 
\ L ■ ih YTheNeck : because of pressure necrosis of impacted stone. 



" \< it < lis ^'oration :* ;arciv ijiuwej by gcneializad peritonitis because of 
' surrounding adhesions resulting in J^caJi^,peri-cholecvstitic Access 

which may be ^> 

(a) Resolve. 

(b) Points externally causing Ext. biliary fistula. 

(c) Points Internally causing int. biliary fistula. 



+ Ciinlc_al_Pi£turo: 

■ ffistori QI Biliary Colics. 

■ S ymptoms : A or B 

[A] (Mucocele) 

. Site : Diffused pain at upper Abdomen 

- Character : Colicky and Paroxysmal pain 
. RaHicted to Rl shoulder 

- Associated with Localized pain at Rfc Hypochondrium 

• Sife : Localized at right Hypochondnmn. 

- Chflrgcter : Throbbing pain 

• Associated with Hectic Fever, Rigors & Sweating 



- Sings : 



[A]fi B ner«IS.«|ns; 

CD Temperature : Increased ijs Hyperpyrexia. 
<2> Heart Rate : Increased i.e. Tachycardia. 
<3> Jaundice : Because of % 

a) MirizzTs syndrome. 

b) Associated Stone in CBD . 

c) Associated cholangitis . . 



[B] Local Signs : (Abdominal) 

CD Tenderness & Rigidity at Rt hypochendrium. 

<£ G.B is not felt because of Adhesions , Tenderness A Rigidity 

©ir^V**iaD:Aj^ofhyp«raesth^ar«tftw9 w & 11 ribs posteriorly on 
thcRt. side. 



* Dilferen^l_dia0nasls : (Acute Abdomeo) 

e.g. 0) Acute perforaied peptic ulcer. 
® Acute Cholecystitis. 

<3> Acute Pancreatitis. ■ 
® Acute Appendicitis. 

NR. : See Acute Abdomen (Chapter 15) 

* Investigations s 

G> Blood Picture : Increased Lcucocytic Count 

© Liver Function Test : Normal. 

[B] Radiological Investigations : 
Q) Abdominal V/S which reveal % 

a. Presence of gall stones. 

b. Distended gall bladder. 

C, 





® ///XM scan : Hydroxy Imidiuolc Diacctic Acid ( not commoa ) 

a. ^Tcm is adminestratcd IV. 
Then b. Secreted by the liver. 
Then c. Excreted along the biliary pathway 

- i 

■TheResulfc.; 

IF the CBD is visualized while the gall bladder is cot seen, this is 
diagnostic for acute calcular cholecystitis due to cystic 




« NoW recommend i* Choecysteclomy. 

Bl jr (3) Hie diagnosis is sks- 
<S> The patient is £t 
C& The suigcon is corm^ienl 

•Hjs policy is to ucat the patient aiMsyoBS * 

(T) Naso-castric tube & I.V fluid. 

S AntibSics 3" 1 generation e.g Ccphalospoxto.- 

<3 Analgesics e.g. Pediiillne. 




j^llgUjjC ; For Pule, Temp, Degree of pain 
Tenderness (Boa's sign) 



and Area of 




© The nerforation is low incidence with acute ckMyrtdi 
. than acute apendicitis 

^'"gallbladder is Capacious* Distensible. 
6.' Qtllbladdertesgoc-d blood supply, 
c. TWctened wall cf inflammatory gaf/ WacMer. 

•'S'Effir Wife acute appends then acute 
cholecystitis because the appendix has only 

vaseu&r co/ 




Whs Biliary SqwUthiI 



"Acute Non Calcuiar Cholecystiti 



* Definition : it is a serious condition of AciliS Inflammation of gall bladder not 
— — — — — related to stone formation. 

* Incidence : Rare about 2* ante 



* Pathology : Unclear. 

But may be due to change in composition of bile or iscfcaemto of the gall 

bladder, So it may occur with wi 
©Patient suffering from major Bum or nuj or Trauma. 
© Patient with certain infections such as Brucellosis & Typhoid. 

* Clinicafl Picture : As Acute Calcuiar Cholecystitis. 

But usually the diagnosis is delayed because it is not suspected. 

* Investigation : 



* Treatment : 

Urgent Cholecystectomy. 



Chronic cnoiecyslilis | 



Cg) C ghronic Calcuiar Cholecystit is 

* Definition : It is a Chronic inflammation of gall bladder most probably as a fate 
1 of Acute Calcuiar Cholecystitis when the stone is disloged 

* Pathology: 

■ Opacity of gall bladder wall. 

■ Fibrosis of liver around the gall bladder bed so the bladder docsn t empty 
completely. 



[B] In late cases. : 

■ C alcificction of gall bladder wail. 

* Clinical_Pfcture ; 

* investigations 

* Treatment : 




Sec GaU Stone« 



[The Bilianj SukIcbiI 



(J3)C £hroriic Non Calcular Cholecysti 

* Definition : It is a case of chronically biliary dyspepsia noj related to stone 



* Pathology : (3 patbological condition). 

fit Infection : e.g. Typboid gall bladder. 

pf milary dyskinesia : "" 

Due to achalasia of sphincter of oddi leading to 

marked dilatation of gall bladder. 

it Sphincters doesn't relax when GB. contracts. 



(N.B- : Chokcyitcctomy will afigrcsaig ' hg case - ) 



W Cholesterol • [Stravtwinj Call bladder] - 

Due to an error of cholesterol 
metabolism which causes deposition 
of cholesterol crystals in the mucosa. 



* Treatment : Onjy conservative 

© Avoid fatty diet & Heavy bulky meal. 
G> Antibiotics & biliary antiseptics. 

biliary dyski 





Carcinoma of the Qa(T<B(atfder 



* Aetioloaif : 



i Common with Hi 'cr!v female. 
Female : male — 4:1. 
Usually due to stones . 



(P Gall stones due to chronic irritation. 

® Porcelin G.B. (calcified wail of the GB.). 



- Squamous cell carcinoma ( 1 0%). 
*SEjn JI rJ : 




cancer 



• Direct : (Liver & bile passages). 

■ Lymphatics : Cystic L.Ns (Lund) & Porta hepatis L-Ns. 
v> ■ Blood : Liver, lung, bone <fc rarely brain. 



*P!injcaJB£ture„: 



: discovered by the pathologist, for removed gall 
bladder after cholecystectomy. 
® fthstntctiveeroup : acute cholecystitis, obsuucu\-s jaundice. 
<S> Masseroup : (mass in the Rt. hypochondrium). 

* lauestiagtion.: 

. Ahdominal Vlirasotmd OJ/S) : shows an mass inside the gall bladder 

(accurate > 80%). 
. £anrn6Ut*i Tomovroohv fCT\ and magnetic 

• (V falanpioeravH y. 

. ft IDA scan. 

. Needle biopsy guided by U/S. 



* Jtcarmcfll.: 



• O perable cases : cholecystectomy with extended right hepatic resection. 

If discovered during operation of cholecystectomy : 
cholecystectomy + resection of underlying liver tissue + 
any accessible lymph node. 



-^zi. innppriibln cases : relieving of the jaundice by a sieci. 




G^D ' Give a short account on 

CP and treotmentof AcuteCboiecyslins. 



CE31 



Pathology, Diagnosis and tre 
Amfe calciilar cholecy stitis. 

Discuss symptoms of Gall Stones 



(25 Marks) j&J 



(25 Marks) ^jj-* 
(15 Marks) 



[ 2000 | • M e " tion Type* & composition of gall atones 



2002 



200T1 ■ Mention path.. & C/P of Acute choccystitis (15 Marks) 

Discus Types & Composition of gall stones. Mention it's fffbg* 

Discuss complications of cholecystectomy 

C/P of gall stones 



* 31 *y 
(20 masks ) rMtr^ j 



* Definition : and ^ fluid 

* Bilirubin wetabolisw 




l|/«a prouipajphy'i* 
t 

Bliurrdln 
V 




Water insoluble . 



^ha«moW'«b' ft ^U jiconjugaied oilirubin. 

Indirect bilirubin. 



Waier soluble. 
f^Conjugti led bilirubin. y 



Direct bilirubin. 




SUreoblltn 6 
(Brown siooH 



UrobniftO^ei 
Urobilin * 




Obstructwciaundlce 




T~ T * Aff the obstruction ihe direct (conjugated) 
" U P~d fro* ^ .0 intes^ 



® StcrobiW. Tto will lead to E^liOl 
!0 the blood & excreted to tfce urine >c« * 

^^^^^ 
decreased in intestine. 

/cinblood leausto 



t Difeci bitiitibia 



*- v *^' v "-<""i»«l 




mi 



51? 




(c) Froth/ urine. 

(Vs.: MV vUKwiHlwproye 

fb)Petec»ii^ 




Q^iiiH^bacii^^ nffen-iive & Bulky stool. 

tSS increasing the lermentauon -> o»e™ 

Lends tr» Constipation. Abd ominal oi»«™ 

: r Inline t Absorption of bacterial 

nb - : £s£ b * sscsi. * & — — 

Li.Henai(HeMl FalUtffl. 



* Aetiology : 



1 £7 Liver tumors , Liver cirrhosis 

g or viral Hepatitis f^^"'^ 

Ml Lumen 

^CD Stone. ( Ctote&etoiH***** 

0 Blood e.g Haemobilia 

0) Parasite e.g. Ascaris or Fasciola. 




121 Wall : i s JI!L c I™JL 0 ! IHiJMLJJlliy jRAcn 

1) Connenital biliary atresia (ace before) 

2) Traumatic strictures : 

■ Aetiology ; 

Complete ligation of the common hepatic or bile duct after cholccystctomy 

■ C/P: 

These patients present by either fistula or jaundice following chlrcystectomy. 

b Investigations: 

ERCP and PTC will localize liic site of the siiiribre. 

a Treatment: 

The remaining stump of the common hepatic duct is anastomosed to a Roux-cn-Y . 
loop of jejunum. 

3) Inflammatory stricture tecleroalng cholangitis) : 

■ Aetiology ; Unknown 

■ Pathology : 

The intra-and extrahepatic ducts are involved by multiple strictures. 

■ C/P: 

The patient presents by obstructive jaundice . 

■ Treatment: 

These patients are candidates for liver transplantation. 

4) Neoplastic stricture (Cho|jmqlocarcloma): 

■ Incidence : 

Elderly males . 

a Predisposing /actors: 

Calcular disease, ulcerative colitis, sclerosing "sholangiiis, choledochal cyst and 
parasitic infestation tocjonorcliis sncsis. 

■ Clinical Picture: 

- They manifest by obstructive jaundice in 90% of patients, 

- If the Tumour below the insertion of the cystic duct into the common bile duct, 

the gall bladder will bo distended. 

- If the Tumour at porta heoatis (Klalsldn'a tumour), 

the gall bladder will be collapsed. 

■ Investigations : 

U/S and PTC will localize the site of the stricture. 

■ Treatment: 

* Operable lesions at the lower end of CBD. arc treated by poncrealico - 

duodenectomy (Whipple's operation). 

• Inoperable cases are treated by cholccystojunnstomy . 



131 Outside: 

1) L.Ns metastasis at Porta-hepatis. 

2) Cancer head pancreas. 

3) Peri-am pullary carcinoma of 2" part of duodenum . 



N. fi. : The common 2 c;»jsc< arc : 

CALCULAR A MALIGNANT OBSTRUCTIVE JAUNDICE 




Calcnlar Obstructure 
Jaunlicc 



M.iliijimut Obstnicluie 
Jaundice 



p ] Effects on Bile duct : 

obstruction : 

is dilated i.e. Retention of bile occur. 
The content \ 

I* Thick biliary mud due to stagnation, infection &;.•'' 
pus production occur.with prolonged obstruction and 
High pressure in the bile duct, liver damage will occur 
with no excretion of bilirubin So the bile duct contains 
mucous (White bile) which is a serious bad sign oflivcr 
failure. 



D Is tally to o bstruction : 
The bile duct may be srenosed 



fin Effects on Liver : 

■ Dilated Hepatic bile ductules (Hydrohcpatosis) 
* If Infection occurs - Suppurative Cholangitis. 

■ Finally . Acute progressive liver damage occur. 



[Ill] Effects on Gall bladder : 

According to 




fn < :fllmlar0..r 

The gall bladder fa contracted 
& non palpable (80%) due 
previous cholecystitis. 
But in (20%) the gall bladder 
is dilated and healthy either 
due to metabolic stone or 
stone in the cystic duct 
Causing mucocele of O B or 
Empyema if infected. 



* Clinical Picture 



Age: 
« Sex ; 



Middle age. 
Usually Female. 



The gall bladder is 
&hfal-hv in(98%). 
But in (2%) gall bladder 
doesn't dilated due to *^ 
(D Associated Chronic 

Cholecystitis with 

cancer pancreas. 
<S The L.Ns from Cancer 

head pancreas at porta 
hepatis 

® Previous cholecystectomy 



• Old age. 

• Usually Male. 



II- Compla InL i Yellowish Discoloration or symptoms of the disease. 



[Thclaundicel 

• 





Cakufcr Ofcstrnctuxe 
Jawnltee 




- Tain > 

■ Fever $ 


• Sudden onset with 
Inteimiitent course & 
Variable in duration 


• Gradual onset with 
progressive course & 
SfcfiH in duration. 


• Mild degree, 
•colicky in Rt hypo 

chondrium 
.Radiated to Rt. Shoulder 

• t by fatty meals. 

• I by antispasmodics. 


• Severe degree 
•Boring 

• Referred to back 

• t By lying down. 

• + oy leaning lorwaius. 


'jauna^e&ftverwit^ rigors ] 

• M)fBrtJlJ!£Btt!L As above + 
Menial contusion & shock. 




Metastasis 
■ Stool — — ^ 








Pale, Bulky, Offensive & Steatorrhac. 


■ Urine > 

> pmritis > 

m Bleeding 
Tendency - "^ 


Dark (Tea Lite) & Krotny. 

Present & leads to Scratching Marks. 


Present from the orifices & la 


lprovedby i.VvitK 


TV- Past H. 


Biliary dyspepsia 




V- General Efc 

• Tcmp- 

• Pulse 

■ (rptierullv '• 

• Appea raoce 
• .BuUt 


♦ Hyperpyrexia (Charcot's) 

• Rradvcarida, 

* Alert with Cholongitis 

* Obese. . 


* 

♦ Normal. 

♦ Bradycardia. 

♦ 111 with Chachexia. 

♦ Underbuilt . 


•Viver 

• G.B 

• Spit*" 

• Ascitis 


♦ Enlarged. 

♦ Courvoisierlow. 

♦ No 
♦•No 


♦ Enlarged 

♦ Courvoisier low. 

♦ No 

♦ +■ as sitpi ofmalipnancy. 



alioiTB : (6 Problems) 
— — - 




Normal < lmg% 

Subclinical 1-3 mg% 



[3] XuTLCL*'" '* P b3tructlve OT n °* : 



Dark a<* Like) and Frothy. 

t Total bilirubin mainly direct (Conjugated). 

[3] ToEx£j" rt * TYP»» °' -fa"n<l|M : 




[411 



.prol 

which are . Hacmolytic Jaundice. 

*e I iS^Pro" rooibbi t3«c & Blsioififid prothrombin concentrate 
"w^rThcS obstructive and Heapa:ocellularJauiid.cc. 

Give l.VvitK (few days) 




destruction of Hepatocytcs by retained bile. 

0 [ rnhit^Sundlce 

Which <l£H£aaei with obstrucuve jaunaice. 



[61 To Pro v e Cause of Obst ructive Jaundice : 



jt will show 1 * t 
■ Dilatation of Intra-hcpatic Radicals. 
a ft f mil A presence of Stone. 



■ Amass 



@ AbdomjnajlCr : _ 
"Valuable to detect ^ 
Pancreatic mass or Metastatic l~Ns. 




[Endoscopic Rctios^a Cholongio - 
Pancreatography} 

Both CBD & Pancreatic ducts are 
^aHsed So the stones appear as a 
filling defect 
• Also can detect any lesion of ampula 
& biopsy is taken. 




rpercutancu* Irons-hepatic angiography] 

• Itisdoneif owlignant lesion 
(obstruction) is high up in the 
hepatic duct 

. UKnd hy FTP gercuiflpeoua 
Trans-hepatic Drainage if the serum 
bilirubin > 20 mg% to drain bile. 




© .R8amMMl<HyP^°« Duodenography) 
After injection of hyoscin (Buscopan). 
Barium meal is given to the patient on 
reaching the duodenum, film can be taken 
to visualize any abnormality in the 
duodenum 

c .g. CD Wideninv of du nd?na\ curve 

{pad sign) ie. cancer head (Fig. A) 
© Inverted 3 shaped 
i.e. peri ampul lary carcinoma 

(Fig. B) 




[Hie jaundice] 



[ Jaundice Sheet J 



Obstructive Jaundice 



Catculat I Malign*** 



fl .Ptrsonai H L 

• Occopauon. 

• Special Uabits 



Old 



Intra Hepatic 



•Any 



Hepatocellular J. 



Cirrhosis 



• Any 

$f ft raws 

• AlcolioJ 



Haemolytic 
jaundice 



(Attacks) 

• Sudden 

• bitennilteni 




fYrilomsh Disco oaraiion of the skin or (symptorns of income)] 



•Gradual i 
•Progressive 



• Acute. 

• Regressive 



[ Dark and Frothy Urine] 



• [ Pale, bulk>\ offensive and sieaicnrhae] 



• Acute 
•Regressive 



* Gradual! 

• Prcgiesihc 



■ [Noma I 1 



7>Prvritii 
8)WtjMS 
9} LB.LB. 



•No 



No 



| Epigastric) 

•Bick 

•Boring 

• Severe 
-Lying down 

• Leaning 
forwards 



'No 



No 



. ( Dullache] 



■+VC 



Pre- ic ierc 



ID 



■No 



(Crista) 

• Sudden 

• lmemtineri 

• Nonnal 



"Da* 



1 Cmic 



-No 



h-vei 



l+vel 



jlV-PmtH. | 



jBlccdmg lendency from orifices] bul 
impnivtdlr/yjLK(ivJ]y£ 



(Crisis! 



[Bleeding tendency] but 
Cfil improved by Vil K 



* Falty 
dyspepsia 

• Colics 




■ Ilalothan 
• PAS. INH 



■ injections 



• Alcohol 



4- VC0 



Leg niter 
Anaemia 



on. 



<D r-^rrvol rinttinp Dysfunction : 

■ VitK. I.V IO-40rng/d 

■ Fresh Blood Transfusion. 

Q) Protect against fc.ivcr Cell Failure (L.C.F.) : 

■ High intake of glucose to increase liver glycogen. 

■ Lactulose & Liver Tonics. 

■ Antibiotics e.g. Cephalosporins to prevent 

<S> Protect Against Renal Failure : 

■ Adequate hydration by I.V fluid. 

■ I.V Manitol to induce diuresis. 

■ Oral bile salts to decrease liability of EndotoxBCmin 

I* to 1 Hepato-rena! failure. 



* flpera tjyc procedures : 



D 



Treatment of Calcular obstructive Jaundice 



CAJ Cholecystectomy* Choledocholithotomy i II ERCP boat available] 




<3> The T 



step is to mobilise the duodenum from posterior abdominal v.-sH 
(Kocberisation of duodenum) to expose the rerro-duod?!*! 
portion of OBX>) 

© 2 sta y sutures are taken in the wall of the supra- duodenal portion cf C-B S>. 

Q A vertical incision (2cm long) is made in between the 2 stay sutures. 

© stone forceps is introduced into the C.B.D to remove the stone, Then patency of 

C.B -D is confirmed by passing a metal dilator 

(Bake's dilator* 



© Rnmn surgeons insert a Choledocbonrpe to check thai there 
are no retained stones 
is inserted in (CBD) which is closed around The tube, the long limb 
of the tube is brought outside the 




closuie of CBD to check 
i.e. Completion T-wbc 



® ctssJecifstectoniy is to p« fowri 

Hnl^^s:^ additiomd procedure to >o U performed 




q CJioledoch^^ 

is Stricture of lower end of CBD- 

© A stone impacted at lower end ofCBL). 

• IS So m osUb e tweenCBD & «hel»p a xt 
of the duodenum. 

niSfihiD£terntnniVorS,.hincteroplas 



'm^ecareofpapinaofsplMnctcrofoddi. 
S SUSS papilla of . sphinx of odd, 

Ima^d Part orallrf*e S pbn<*r 
7oddi is divWed at ttelO Nrt 
potion to_avoid uyury of tie 
pa ncreatic dact 

^rTosi-oper aSve , 




©Irrigation by sal-- 
If failed © Adirinisiration 
■failed <3 > Re-exploration 





(oiinwGjiny choiwysigcyyas; 

- indicated^ ! H ' ; S h "Peialive risk pt. 

"SSe extracted by - Don*, Basket" fro. CBD 
St** (he stones through mechanical lithotripsy by a spcc.al Gushtad >*e 

Racket" 

■ ^implicated by ffl Bleeding (Haemobilia) 2 -9%. 

<D Acute cholangitis 1 - 3 %■ 

© Acute pancreatitis 1 - 4 %. 





Treatment of Malignant Obstructive Jaundice 



Operable 

iPnncreauLo ' . . , of p:mcrC ns. Then restore the continuity 




0 InOrjCt^felC Either (A) or (B) 



(A) Cholecysto jejun- 
ostumy witli 
Jejuno- 
JcjimuaUimy 



(R) Internal or 
Evtornnl 
biliary 
Stent 




Ext. biliary si «ii 




2CDQ _ 
3001 



Aetiology. C/P, investigation 
of mofCalcular obstructive 



. ive an act — 

& outline principles of m oi * 

^^^m€f? & invention of 
Cholcdocholithiasis. (Stooe CBD) 



, niscuH C/P. Path. Scqube of choledicoli.Iuasia 

(stone in CBD) 
,'T>D (In tabic) calcular A malignam OJ. 

• pP between cakuiar & malignant O.J. 

• Discuss Malignant OJ. 

• Discuss D.D between calculai & Maii£nani OJ. 
- Discuss C/P & investigation of stones in CBD 



(30 Marks) 

(15 marks) 

(10 Marks) 

(10 Marks) 

(10 Marks) <s**m-> 

(15 Marks) 
(12 Mark) 

marks) ^jjj 




♦ ]Hsj>mi*<*l Exocrine & EndooriM gland. 

^TT^TCBD is partially cm^W inside it. 5Q cancer head * 
obstiucuvcjaundice. 

I tSSSXXS^ ^ h te durins sp,enecloray - 

•" ^ , „, Wir!nnd begins a. .he tail, and ends by joining the 
4. BtBffl^^^^ate Ampulla of Vater. 

b. »aWW^2gggg^^* Ucs 2 en cr„iaJ and 
slightly anterior to the major papilla- 

: Arterial suPPtV: 

' V\MrJy from pancreatic branches of splenic *W- 
I s5S« and mfcrior panceatico-ducdenal artenes. 




111 ^ff^b^al mm * ventral ft dorsal pancreas to form a cal.or of 
?JL^r££u£te 2 nd part of duodenum & may compress It 
• n^Srcpeated bl stained vomitir* If bdow the ampulla. 
, Plain X-ray : Double-bubble sign. 
. Treatment ; «n 

a, puodeno-jejunostomyor I J 

b , Duodeno-duodenostom/ (Adult). f-jf\ 

PlE£ ^SSu m ,orMeckl^divc r ticulum). 




jj [pancreatitis | 



cute Pancreatit 




* Definition : 



Acute inflammation of the pancreas, 
y/hich i s a serious condition that leads to 



in 



-Aetiology :|l5nkown] but the following theories ate accepted: 
" "^n ^Tnilr duct stone : The stone is impacted at the Ampul* of vater 
0 ^He^ 



the pancreatic duct Activation 
CSoiMinamd 1 -> Amc-digcstion of the pancreas. 




/ 

© (20%) Hxcess Alcohol intake. 
<2> (20%) Idiopathic. 

© (S%) Traumatic : Either Accidental Operative, ERCP . . .etc 

© Houses : e.g. Viral Infection (Mumps) or H^icaleae^^ 

* pathology : 

m Th* Pancreas : 

The severity of inflammation ranges from t> 

- Mild oedema i.e. Acute Qc$$mmH pancreatitis. 

- Haemorrhage i.e. Acute HftSmflrjtagic Pancreatitis. 
> Severe Necrosis i.e. Acute Necrpji2ing Pancreatitis. 

[Bj Th* peritoneal cavity : Shows the following * 

■ PJ.«P.*I stained Exudate. 

■ Fat necrosis of greater omentum & mesentery. Sof , , 
VWhSS m form of yellowish-white areas like wax. tf the inflamed 

acids combine with calcium -» Calcium soap. 

■ Protein, breakdown utsfoStA e.g. Vasoactive ktoines will absorbed lending 
to widespread vasodilatation with HyrMtensi on- 

f.ft: The SQur ces_ofn_rotein: 

© L^ss of Plasma 4 luteins into the peritonei 
© t breakdown by the action of Trypsin 




fAi GoneraLComfincations : 

severe hypotension . 
■ MuUi-otgan failure : Due - 




- J*w*## + £feeW^« imbalance. 



* cilnicalPicturB ; 

- " £^IofMi|ent: Male -fc»de & 30-50 years. 

■ Svmntonu : 

• History of the cause. ,„ Hark 

• Severe upper abdominal agonising p^Utejng to back. 
. vomiting A Hiccough are prominent features. 

■ Signs : 
[A] General Exa mination : 

CD Hypovolemic shock vnth Fever 
C2> Faint Jaundice may be seen in 10 - 20/o during 

the 2 nd day 2ry to . oedema of pancreas. 
0) me patient's pain relieves by lNininf fonYffrd» 

i ^Examination: 

<D Mild Tenderness & Rigidity at Epigasffic ijyon ■ v 
© Biuish Discolouration of skin in the loins [CrW of 

around umbilicus [Clllleirt sign] after 2 days due totr.ckhngof 

bloody exudate in retro-peritoneal space, 
rtt P?rMir q nf co mplications as % 

. Pdpable pulsating mass in Epigaslriumdue to.pseudo-cyst 

* DifferenUalDlagnosis : 

" "From the most common causes of Acme Abdomen. £ 
e.g. © Acute Perforated peptic uicer. 

<2> Acute Cholecystitis. 

0> Acute Pancreatitis. 

® Acute Appendicitis. 

N.B : See AcuteAb*^ «) 





■--^■^^^^YT^n^^ific U. Also Increased mSb • * 

© Acute Cholccysiiiis. 
® Myocardial Infarction. 
Bui all these causes never exceed 500 lU/dL y 



® ST-m UaflaS « elevated (More specific than Amylase). 
Q) Blood electrolytes & Arterial Blood gases. 

o> KCG A «rdi« Enzymes as creatine ^ os ^ B ^^f K * 
w h l0 exclude myocardial infarction - 

p|] £»Hjfliooical : 

* VJSi ^6 S^ne-t of smaU interne .hat is common.* known as 

"Ctloncutott sIbit. 

B .y.doinjB^illl^^ Shows gall & Enlarged Pancreas. 

® rry scag : The most accurate. 

[Ill] [pfffp'rarrial : 

Abdominal paracentesis to reveal Pancreatic aso.es. 

* Treatment : [Mainly Conservative] 

jllCon J ^'tivc tt t : Simply Remembered as ibe «R» Regimen 

©Reiiefofpain by Pethidine. 

© Replacement of fluid & electrolytes loss. 

® Rest of pancreas & bowel by No. oral intake * Ryle s Tube. 

S Inspiratory support by Oxygen mask & Mechanical ventilator. 

(BJSiiifilc^: ^ of 0 f acute abdomen. 

nnJrss^ perit ° ncai ,avaec ' Removai ° f necrotic ussucs 



or 



* Pragnosls : 

" ^ic^ancicalitfc 10% Mortality Rate But if ^ccrodzine 5B% Mortality Rate. 



* Aetiology : 

• Chronic AlcohoUsra 

- j j^^rnmonlv stone CBD, Trauma ... etc. 

^'r^L^ : Shows multiple strictures wi^con.cucnt proximo. 

~"~ dilatation. ... . _ 

■ ******** ■ 

nnd Exocrinal function. 

* Clinlca^!?^ : . . . . . 

. m^I, huomtion wirh steatorrhea A I^ss of weight. 

■ gCT/g with Diabetes Mellitus. 

* investigations : 

05 SenyiLSDlilase may be plyypted . f ^ fal exC retion (Normally - 5g/d) 

X^Jol analysis shows stcajorrhfifl- i.e. »- ca3 V Tl 1 " e "° 
0 Glucose Tolerance Test. 

(D Plain^raX s hows H^creaiic calcificauons. 

m -^ ? ni r »iTi^ AgT»eap : The most WjrtteL dilatation 
| fg^ttaw imuliplc aSciuiw of pancreatic duct.™* proxunal dilatation 

* Treatment : 

[A] Cpns .qrvg. tivQ ttt : 

- rwrnlof IKM . by Insulin. 

I pain] 



Rwectiofl Of part of pancreas i.e. Dislal Pancreatectomy. 
H^Tndge of dilated obstructed pancreatic duct. 
e . g Pancreatico- jejunostomy 

[jO [TSncTc^aticCvstl 

T^ug_Cxsti20^1 



Btbtr |A] Acinar : e.g. Retention cyrt. g^gg***?** Cy^oma. 
- Treaieliu: Pancreatectomy. 




* AetJolotfy^As a. result from Acut? pancreatitis after 2-3 weeks 




® Alph-celb -> Olucoaonon* 
. m Rpla cells -> Insulinoma. 
|™cells->S r . ? t a «ino m a 

. * mw» kltfi cells Gastrinoma 




A) Benign : Adenoma 

© Adenocarcinoma. 
. © cysta-adenocarcinoma 



* DefinitiJJ" : 

~~ "" E 7 dQ£ rmal Pancreatic tumor secreting teato 

3 ^lyStoms arc relived by GhSPJe. 

* mvpsti^on : Blood su C ar during tf* Attack < 50 rag* 

* TreaW** : Distel Pancreatectomy. 
— — — 



© fimfp nomg 

7»n;., r rEIKso" Syndrome 



* Definition : 

" V**** Pancreatic Tumor secret ^ 

* S?^-"^. -J t HCL -> In^P^u^eh is 



* " 1?g"f T «<> : to es,iinate T Acid !ecret5onS ' 

g^caBJAbdflme^lo locato the tumor. 

* Treatment/ 



® 




malignancies of the 



* Incidence.: 

■ It represents 3% of all 
body & it WBMiUer gfifrnf <wva^ 
over the world. 

■ A£c: 55 - 70 years. 
.Sei: Male: Female = 2:1 



* Predisposing factors : 

~m Smoking & High (protein and fat) ia diet. 
■ Han^ljci^ciiiflaii from chronic pancicaMis 



+ jathoiogy: 

■Site: ©Head fi 0 % 

© Body & Toil 40% 



. Body & Tail (40%) 




«D, Duodenum, Pyloric antrum Traverse mesocolon «c. 

r7h 0 *i-T. regie™. LNslhatoprtaUste cod* L.Ms thcDP— 
■ JflBE&a** 2 aor ti c i..Ns then thoracic duct to Lt 

Supra-chvicular L.Ns (VlrtlwV* 

• Blood • To ihe Hyer. mainly. 

. f^perjionca) : Malignant ascites (10%) 
♦ Clinicol Picture: 

" ^jTJ ^aticnt : Male > female & (> 50 jrara)- 

* ^^Sessive OtaructWeJm^ U. (cancer head pancreas) (Discuss) 

ffife^' r>°" nd^LtQ the back, because 
©yuiij 0 f inffltratioattf eosliac plexus. 

metastatic symptoms. M^w'SK* Mr/2S 



0 -fh e patient is Jaundiced and the 

fo JjslcmJcd according to cuurroUkr law. 

<a EnhrH ?irm Liver & fare ^s 8 ^ 6 l ° aaa ; 

® Minting thrombophlebitis W^u , aiyo) 



^increasing the coagulability factors -» venous thrombosis. 
* DlWerential Diaonosis : 

■ Chronic pancreatitis. 

7*7' ihcr 1 *"^ ' nvestiqat|ons : 

Same as obstmctive Jaundice (Discuss) 

[D] PTHinM iral 'l" 65110 ^ 0 " 5 : 

©Bari»3LE!£2l: Shows 

WidTnlng of duodena] curve i.e.(Carjcer head) see 
(Fig. A) or Inverted 3 shaped i.e.(Peri-ampullaiy 
carcinoma) see (Fig. B) 

® U/SftCTscan : The Most "Diagnostic" 

m vfiCP : The best Diagnostic & Therapeutic. — > 

• * Shows dilated duct with localized narrowing. 

• ThfJMfMtk s Through P utlul 8 a 




* Treatment : Pru-opcriitive preparation "sec Jaundice" (Discuss) 
Then ftafflfing tB nift " f T "n™ & "^rubiliiY ^ 



m Tumor nf the h»dv ^ Tall : Toial Pancreatico- duodenectomy or Sublolal 
1 pancreatectomy leaving head onjy. 

[Ill Tumor of thr l icjul_: 

[PiincrealicD-duOdenEtWlMI (Wliiwle'« oi»ciatioii) i.e. Removal of 
duodenum, lower part of CBD & head of pancreas. Bum restore the continuity 
by ihe following anasimoses : the bile duct 10 jejunum . die pancreaiic duel 10 the jejunum 
& finally Ihe stomach to the jejunum . 




<?> inope rable Either (a) or <s> 



Jejuno- 
Jejunosfomy 




<B> Internal or 
External 




* Proenosls : 5 year survival iatc- 

" ""■ Operable cases represent 10-15% of cases. 
■ Operative mortality 20% 




. 1995 
2003 



> Discuss C/P of Acute Pancreatitis. (W Marks) ^^jJ 

Discuss Pancreatic pseudocyst. (9 Mark) 

, Tjfscin* symptoms, signs & complicadons of acute pancreatitis 02 Mark) 




* Oeflnitiptli : 



■Scute Septic Peritonjtjj 



rtion of peritoneal cavity by pyogenic 



* Aetiology : 



|P|p^..trtf Enterv: 

4^Entei: as operative or — uc 
' fl) BfipiSfir^^K^eJ^B. Scpticacrnia orpynem.a. 

@ Ed! ¥?gS^^- il i S with 0, — t- 

- : Usually aff^FSasl^» 

- Qwnisai : Streptococci & P^?*"' w 
. P^J^fe : The infection reach the peritoneal 



* Fate : 



mesJde & the BffifijggLfl£ffi 



The Fate depend on the vmife of orgasm on 

£() T^eJ^rcsiilt^YJjt 1 ^ 

[A] Resolution : If good resistance & proper ttt 

[B] Locslla«2n ' lAfeefiW Formation] 

. Around Iry focus e.g. Appendicular Abscess. 
. Away in one of the Anatomical peritonea! comportments. 
. n <ri raw at Rt. or Lt Iliac fossa. 

® Subphrenic Abscess under the diaphragm. 



[C] Rarinfl_uB : i.e Becomes Generalized. 



* ciinicaiPjctura 



r^i p x~4.„ 0 nf th» cause ce. Acute Appendicitis. 
iri Picture of perit onitis I 

lBJ 9 f^^<^^ in charaCter M .n 
(b) Increased with Movement or coughing. 

(c) The site of maximum pain at original lesion. 
. Vomiting : May be (a) H gastric content! WhHbh mucoid] 

— *" /m Then biliary content [ Greenish b,!c stained ] 

(c) Later on Faeculcntl Brownish faecal ] 
. a luminal nistcntioa'tfaen Absolute cuns.ii.atkm i.c Paialytic ileus. • 

■ Signs : 

IAJ gB 7vh,fniS : 5how : (HR) Tacycardia, fTemp.) Fever. (ABP) Hypo™ & 

ptR) t respiratory rate. 

• Fades Hippocratica i.e Anxious look. 

• Sunken eyes , Dry lip & cold clammy akin 

™ ^T^tL : Loss of Abdominal movement -^pirntion. 

. Palpation : Tenderness & rigidity, at £ Iodised to scncralrzed. 

• Percussion : 31iii^£^ess if P*= P»^- 
. Auscultation : Dead silent Abdomen. 

Investigations : 




: 

I DemoBBBtCTtea Paralytic Ileus f ftrr*ydetern^&ejry 

"j^m e .g. Air imderdiaphragm i.e. perforated duodeual ulcer. 

© Ai.*^fc> T i jm. M mmd : Shows free fluid in the peritoneal cavity. 

n Fnf"-"1ffll Pln ,nnn » lie Aspiration S 

Whicli detect Uic nature of peritoneal fluid. 



[The Peritoneum & The Mesentery! 



* Treatment ! [Surgical Emergency] 
rfi] pr/i-n pera ^ya p reparation : 

0> Rv leNTuhg suction to deflate the stomach. 
0) l,V fluid jo correct the Hypovolaar" ' ^ 

mi Fx nioratorv Laparotomy; 

1 '©The pus isosE32ffid & » liy leaonisdek- - 

@ PeiHaag] Toilet (lavage) with large amounts of stenle saline. 
0) Closure over peritoneal drains. 

[C] nrainaqo of pelvic or subphrenic Abscess 




^^Tuberculous Peritonitis 



* Aetiologyj 

" "j^ "di s 7 a5 c is always 2ry to a J,B foSUS elsewhere that 

peritoneum through *fc 

CD rMrect spread : e.g. T.B. lymphadenitis & T.B Salpingitis. 
© bloo d spread : e. a . Pulmonary T.B. 

• : e.g. from bowel or pleura. 



* J^ajtiolagy i IS types] 



readies the 




Acut* Miliary Mjpe 



• The peritoneum is studd 
withT.B. 

• Exudate is straw in 
colour 





® l : Tn:i| Stc<1 Time : 

It is a )ocaliged form of an Ascitic 
Type 

<S> A.lhfwIvcTtine : [Fibrous Type] 
It is Extensive Adhesions with 
Intestinal obstruction. 



Ca seou s Time 

The peritoneum is studd . 
with T.B. 

Multiple collection of 
caweoua T.B. 
Col d Abset-wi : If pointed 

-*T.B sinus or fistulae. 
Mainly due to T.B 
Salpingitis. 



9 



Ascitic Tyi* 



• The peritoneum is studd 
withT.B. 

• Ascitis Quid in a large 
amount 

• The greater omentum is 
rolled up (Sausage 
shape mass) above the 
umbilicus. 




* Clihical_Picture : 

■ Type nf patient ; 

• Age : Children & Young fidults 

• Sex : Both sexes. 
XPAMmte sweat, Njfiht fever, Loss of weight 



• ggrasa&aSJSSlK of abdominal pain, distention & vomiting. 
• 

- Abdomen is felt doughy with multiple palpable swelling which 
may be L.Ns,.&£C)WS are cummon findings. 

• P/V : may reveal a Tubo-ovarian mass. 
. & gafisg gg *hanc mass above ihc unibih 

[A] | nh^T^rV Investigations : 

. Blood picture : T ESR & Lymphocytosis. 

• Tuberculin Test : Highly ±ve Test. 



[B] Afr flftmlnfll Tapping : IF Ascitic type 

Shows straw coloured fluid rich in lymphocytes. 

[c] La naisgsaa : ^ choice - 

* Treatment : 

7A| fiQneral ttt : Anli-mberculous drugs at least 1 year. 

[BJ Local ttt : (Surgical) If complicated with ^> 

T.B Fistula i.e (Casseous type) or Intestinal otsiruciion (i.e Adhesive type) 




eritoneal Absces 



* ][iirrfl-peri*?P* al abscess : 
May occur as G> Iliac Abscess. 

©Pelvic Abscess. 
Q Subphrenic 
©Paracolic Abscess. 



|1] [iliac Alices 




■ On the Rfc 



tide: 



due to ©Acute. 

©Perforated D.U 
On the Lt. side : 
• due to perforated diverticulitis. 
On tlic Both sides : 
due to (D Tuho-ovariaa abscess. 

CD Osteomyelitis of Iliac bone. 




* CliptEaLRlPWri : c;p 01 cause + 

. Svm P to»is : 4 General : Toxaernia (fever, headache, ^alaisc & 4norex.a) 

« local : Pain at fiiac fossa. 
■ glens : CD Swelling in Iliac fossa 
® Tenderness at Iliac fossa. 

* lnyestfuaUoj*.: 

Total ieucocytic count + u/b. 

* iSstaieirt of the cause + Antibiotics + Drainage of Abscess. 



DUli g P^ut-nm™ : (Nowodays) it H possible to do percutaneous drainage of the 

abscess guided by ultra-sound or CT scan. 

© flgg, BEgg linage : The abscess should be drained through an 
extraperitoneal muscle cutting incision. 



12] I PcIvic AhsJesj 

* n^lrjjtirjn: Collection of pus in Recto-vesical pouch or Douglas pouch. 

<D Acute appendicitis. _ > 

O Localization of resolving diffuse peritonitis. 
0) Pelvic inflammatory disease in females. 

* CIMcaXPjPUIfl : C/T of cause + 

Svmntorns : 4 Central : Toxaemia (Fever, headache, Aftuaise dnorcxia) 

*^ I r f P. ■ n rn'" in T ffiMa,TTTir im rtrq T^-" ublc 

- Diarriiaca and passage of mucous in stools (The most 
characteristic) due to rectal irritation. 

- Signs : Q> Tense, cystic mass by P/R or P/V. 
© Tenderness by P/R or P/V 

* MEstiS a Il l UJ* : Similar t0 IUac AbsCM " 

Total Ieucocylic count + U/S. 

Treatment of the cause + Antibiotics 
+ Drainage of Abscess. 



<D If the abscess is pointing in 
rectum, transrectal drainage is 
recommended 



© If it is pointing in. vagina Inc 
abscess is to be drained 
through the posterior fornix. 
O If it is pointing «'ipra-piibicalry, 
suprapubic extraperitoneal drainage 
is done. 




Draining a pelvic abscess ducu£ 
the reccum 



[llie Peritoneum aHieMcflfciitcryl 
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(subnlirenicfl bsces^: 



* DBRn.iRojl.^ ^ under the diaphragm. 

* I09IQP1* : (Subphrenic spaces) 

The supracolic compartment is subdivided by liver, stomach, spleen and their 
peritoneal attachments into : Falciform 
Q> Ki- anterior inira periioneal. 
© Rt. posterior intra peritoneal. Stomach 
© Lt. anterior intra peritoneal 
© Lt- posterior intra peritoneal 
<£> Rt; Extra-peritoneal space (Bare area) 
® Rt. perinephric space. 
© Lt. perinephric space. 




Spleen 



Lt kidney 



Ri. kidney 



i |K mir iin 



Subphrenic spaces 

Between the Rt, lobe of the liver &. diaphragm. 
. Causes : Perforated peptic ulcer , chol. 
0 p. .^^fff riMtM-p^ifofteal - Morison or hepjUorenal pouch < Hie commonest) 
" I, lies between the Rt lobe and the Rl. kidney. 

. Causes : Perforated peptic ulcer, cholecystitis & acute append .cm.. 

<5>Lt Wrrl<n ^^7^"'^ of the liver, diaphragm A anterior abdominal wall. 
. Causes : Posi-splcnectomy or gastrectomy operations. 

9a f«^S- - ■>"• * 

. Causes : acute pancreatitis, and perforated posterior gastric ulcer. 
: Localization of generalized peritonitis is a common cause in ill spaces. 



fln fThrce Ex traperitoneal spaed 



It lies behind the bare area of the liver. 

Cb«Kf : Acute retrocecal appendicitis, liver abscess, and pyelonephritis. 
p two &erin£BkrfC £figfi££ ar * considered subphrenic spaces. 
Corks : Renal infection. 



* QllrucajfJclurB.: _ . 

Subphrenic Abscess should be suspected it there is 
evidence of Toxaemia with no apparent, cause after upper 
abdominal operations or pathology 

■Tus S ,H«.ewh fi rc, pus no where, pns under .he d.;...In nem 



■ Signs 



lip of shoulder. 
- Persistent hiccough. 
. * £efl£Cfl( ; Hectic fever, tachycardia & severe toxemia. 

2 ' Tenderness over the lower ribs or just below the costal 

t laigin. . 
b Upper abdominal rigidity or swelling- 

c. Downward displacement of the liver. 

3 ' *m££ over the base of the lung due to pleural eflusion to 
often present, but if the abscess contains gas, 
4 percussion zones may be elicited : 

a. Normal lung resonance. 

b. Dullness of pleural effusion or lung collapse. 
C. Resonance of gas in the abscess. 

d. liver dullness. 

air entry with M crepitations on *. AM aide. 




A iteration of cos.oph.enic space by a minimal pleural cffus.on may be 
S S S*«*SLb is retimes seen when £ . 



* ]Qtfnfi«. = « ^^tim : Rest. anubioties & observations. 

B] Drainage : If failure i>f conservative treatment, 

the site of maximum :cndemcss. 
. jf no selling is apparent, either: 
o AnterioL subcostal approach 
or o Posfrtor approach resection of 
the anterior part of the last nb. 
Aspiration guided by TJ/S may be done. 




ITbe Peritoneum 



QTjl TUeMesenien 

a , )t ^M^ enteric Cysj 

* 5lass}Qcartflf- : 

-^-^Sid bf#*33&« effect it contain, lymph. 

nese n, e .ic l>m P W;« par. of the small m.estinc 

mucous fluid. 
3 tfrffgCTgtf remanent 



Blood cyst y-iaenwwuM/; 
Brewing down ! tuberculous or tumour. 




® Distended unnary bladder. 
Q Gravid uterus. 
O Ovarian cyst- 
© Aortic aneurysm. 



(resonance, 




i. it. 

Tiilaux'strad . 



3) Plane 
of mobility 



i) Cyst (dullness 



"©Abdominal U/S. 
©Plain X-ray for o 
® Intravenous Urography (ivuj. 

® Barium meal 

© Computed tomography (CD *caa 

* JWm*.' _ . FxcisIon of ^ cyst, where it has a separate blood supply 
© ckstolmdimm:- ^J™d to the Up of in****). 

" ^ ( ,,wiHt=d intestine (resection and anastomosis) 
© ™ n M ?^ll n !!^ Wood supply of related loop. 



Peritoneum 




[Tabes MesentBrlcal 



^j^^x^J^^^ 

cases persist Wrta 

- + teourreni attacks of 



[urn lymph nodes. 

* "BSE 1 -* show ca,cified ,yn,rh nodes ' 






♦ SIM.: 

Rt. Iliac fossa 

* Shape : 

"■"ltoowWonnliket** 



*Lengui: 



'variable from 2-5 inch*. (Avarage 10 cm). 

* Origin : (Base) 

" "aSgfia ^ postro-mcdial aspect of the 
UTiCh below the Uco-cocaljuncuon. 



* Surface anatomy; 

" In ^sied by a point [Mo fiW» point] 
of a tn dr.wn from umbilicus & Rl Antcnor 



* Positions : (Variable) 

r 






RctrQc aecal 
(74%) 



Pelvic 
(21%) 



fajac flceal 
0%) 



Siihcaecal Preileal Est-ilcal 
(1.5%) < llS%) 



* peritoneal covering -appeal 

" "It Ts completely covered by the - - - 



fold. 



* Blood supply ; 

/Iwlrtlria! ^AppwiriicularBrtory from Beo-colic artery 





(V) Venotisj 



eso -appendix 

Appendicular 
i.rtery & vein 



Caecum 1 

Appendix. 



* Incidence : 

commonest cause of acute Abdomen with serious complications. 



* Aetiolojjy ; 

- j^igjw^inv Factors ! 

. A am Rare in infants because of short appendix & wide base. 

. in children up to (20-30] years because ofruumw base, 
i in Elderly because of senile appendicular atrophy. 



MMB 



. QtotaSiSg Addcd Jix : May occur with fteolHh, stricture, kicking, 

Ascoris, fruit seeds or any foreign bodies; * 

■ 

* f Sl : R »U * strep.ococcal M*. 

: = iumm * ra,ciy Wood - 




* Types of ^c^tojlpjiendicjti* : *> 



mSmm^S Acute Appemlidii* 



M^ttlXS Atutc Appendicitis 



developing inflammation. 



Slowh 
Less common (1/3 cases). 
Lgg serious because of free drainage. 



in the mucosa 



Infection Start 

(catarrhal). . . 

Then either Spontaneous resolution witn 

residual fibrosis si *!m sf* eild ™ 
infection with Htfl£ incidence of 
perforalion. 



peritonitis is localized 
as perforation occurs very slowly 
So giving chance for localization 



Rapidly developing irn^ainmation. 

More common (2/3 cases). 

More serious as pus collects under 




Infection starts in 
(catarrhal). 

Then no resolution but rapid spread of 
infection 10 all coals with Ukk incidence 
of suppuration and perforation. 



■ p Mll lfing peritonitis is Oencrajfced 
as perforation occurs very rapidly 
Sonacharice for localization. 



NJ > . when the inflammatory process is very slow. The body 'defense has tunc to 
'wS th* infixed appendix by Adhesions with intestine Momentum forming 
rUinendicularrMM v^thin 3-5 days. 
Then any perforation 



fine Appendix 



* Clinical Picture ; 
— — — 



■ sympt om^: 

(!) Pais • 

• Onset : Acute. 




» jjto : Start at para-umbilical region because both Umbilicus &. 



Appendix are supplied by Tio segment, 
the Rt iliac fossa. 



it will be 



> At die onset, it is colicky if obstructive lypeorduU 
aching if non-obstructive type i.e. viscera! pain. 

> Later on, it becomes gabbing or stitching due to spread 
of inflammatioato peritoneal coverings ie. somaticpain. 

1> This pain is aggravated by movement & cough. 

<Z> An fiiaLl & Nnusia in non-obstructive type & vomiting; in obstructive 

type. Al! arc due to reflex pylorospasm. 

® Constipation may present it may be the cause of obstruction. 
* Signs : 

(Aj Gen eral Signs : . 
=^Feve n?TT- 37.8) jiulif high fever it means C omplications 

(n.B. Tachycardia coirospondingto fever j 

|B| Local signs ; 

© If the patient is asked to cough, the pain becomes sharp and well 

localized to site of appendix (Cough Tenderness). 
0 localized Tenderness and Rebound Tenderness over the Rt. iliac 
fossa. 




is essential to be done to differentiate 
problems from pelvic appendicitis. 



<3> Rnvsing's sign. (Crossed Tenderness) pressure on Lt. iliac fossa 
causes pain in Kt iliac fossa due to displacement of-} 
gas inside the colon to the caecum & inflamed appendix 
distending them. 



in 



y y.B. : Sherrcn's T rian°lc of Hvpera«stfiesia : 
It is a A bounded by symphysis pubis, 
umbilicus & ASIS. Due to reflex irritation 
of spinal segment supplying this area. 





+ Aivpi«=E l f ,i . ni f a i F - a - u ' e - s 

m I Prtrf Appendix : 

1 1 TTc^Jemessisfellinthc Rt. loin- 

. l .h. ni-Alrr 



Ten derne ss is ten in i« 

tooch the gag -> p. P MM« 
*L uieteric colic which will be misleading. 
IF the appendix in contact with gflg 
^ill lead to Psoas spasm. ~« « " 1 






Hyperextension of the hip leads to abdominal pain which b called Psoag^jq 



r?l Pelvic A ppendix. : 
L is fell odi by PA' or P/R. 

. iF^PP^ndix touch the l^t^w^S 
^ads to lensiriiis & diarrhea or touch the Waddfil * 
Irritation which leads to dysuria both will 
be 




IF (he appendix in contact with the Ohmmtn TTmrnM muscle , ™U lead to 
! obtaJa,or Intemus spasm, which leads to flex.on & bcttmd rotauon of the 
Rt. hip joint 




Flexion & Internal rotation of Rt. hip lead? to abdominal paia which is called 
Ai.fiirairti' interims ri-ingachary cop© sign) 

131 SfSSSfflB U than Ndc Bumeys pofaL & it is misdiagnosed 
with Acuic Cholecystitis. 

r 1] ftpnrn^^'''^ with lnfants * Ynuna children : 
^ly^iiatcsducto 1 ^ 
ftfi Difficult to be examined. 

^Greater omentum is small SO vcry ^Xcrm.«ntmri 9 

is prominent Vomiting so wrongly closed as Castro- entente 

[51 Ajmendjcltis^ : 

iisuaiwncr&ratcsduelo 3 ^ . 
^gujfcexHmincd because of little tenderness & ngiduy. 
^.□sclerosis which leads to early thrombosis & gangrene, 
^x^ rnral weakness of Immune system with age . 

[6 ] ^Epend?citi6 with Pfenning-'- 

..c.^ll y.striu ijl due to *© 
^fj^^fpain is disced upwards; 

r MThe localization by omentum is l£H efficient 
(o)The condition is often misdiagnosed as pyelitis. 



/ill if ihe perforation occur with pregnancy 
f ' There is a higher incidence for Abortion & Pie-mature in 50% 



* ClinlcaJ_Pjrt«re of^oroplicauons i 

"■■'"^^Sslovcmct^resp^o. Go-*** Shifting 
dullness (if pus) & may beded silent aMomen. — 



[21 A ppen dicular Mass.: — ■ 

■ Cu ^titJtional symptoms Willi fever > 38 C- 
. Firm tender mass with ill defined edge and 

present atRt. iliac fossa. 

■ Overlying muscle rigidity. 

■ Rcsolutfi by A-B or foim A bscess. ^ 

W ^SriUMal^ymptm with Hccuc fever & 

wndcTmass with ill defined edge and 
present atRt iliac fossa. 
OverJying muscle rigidity. 




* Differential Diagnosis : 

■ aro i.P I : (Thoracic problems) 
%j?U side pleurisy or Ri. side pneuomonn 

■ Ormll < lJ PP er obdomiml problems ) 
c^Wc-rated peptic ukcr or Acute cholceyst.tis. 

• Grounjj- (to*** abdominal problems) 
" e.g GasiroenterUis, Mccklc.s Diverticula , 

Regional ileitis or Cancer caecum 

• Grout) 4 : ( Pelvic problems) 

i.e (Female gcniial system ) 
e.e Rupi.ired ectopic pregnancy , Tubal abortion , 
Twisted ovarian cyst or Pelvic Inflammatory disease 

■ Group 5 ■ (Uorlogicd problems) 

e.g Ureteric colic . I've lone pMtis . 

• Group 6 : (tfeurogicul problems) 
^^rps/^erulTecting I0\ U 01 ^ thoracic nerves. 

| [2] AppcrTdU 




mass 



ri' in (nn rf™r i" rheR< iliac fosS8) 

© Carcinoma of the coecum. 

© Crohn's disease of terminal ileum. 

<3> Hyperplastic ileo-coccal T3. 

'© Right iliac lympliadcnitis. 

© Actinomycosis. 

<3 F^toP'C kidney or undescended testis. 

£ stlcoma of muscle or bones in the right Mac fossa. 

® Ant. abdominal wail masses. 




ns : 



* norma | count doesn't rule out Acute Appcndictis. 

FBI AKrirtmlnal Ultrasound : 

MaVheTp in dmgnoais, buThelpfiil in female with suspected gynecological 

problems. 

[C] I armroscopv ! Diagnostic & Therapeutic i.c Laparoscopic Appendectomy. 

* Treamient : 

[A] Mrtn.romnlicated Acute Appendicitis : 

i.e. No [peritonitis, Appendicular mass or Abscess). 
Thelteatrnwy is A Ppffn dg«ornv either open or lapaiosocpic 

mi rr^ mollcatod with Peritonitis : 

uTrjmt tsu&rfi Open j*ir^r Snv + Peritoneal Toilet (lavage) 

n ^m pilnated with App endicular Mass and Abscess : 
Ui Mass 1 



Urgent Appendectomy is ofit performed because *b 
© The mass represents success of body to isolate the danger so it is better 

10 be left undisturbed, 
ffi Appendectomy is d ifficult with increased morbidity. 
® Appendectomy is cfflnfoP ha2ards of injuring The intestine. 




Aast in bed & Ryle's tube (No oral intake). 
g> T y fluid &I.V Antibiotic s: as a combination of 

fAmplclllln. AmlnoBhrcDsiUes «. Meiroii!f!a20IQ]. , 

© jjood observa tion for vital signs (Temp. pulse, ABP & RR|, sac of mass & 
degree of tenderness. 
♦ In S0-9fl_% of cases on conservative tit Resolution of the mass for 
" Interval Appendectomy " 3 months later. 

^[Ap ptimficuhu Abstain] 

The pus should be drained by open surgery or ultrasound percutaneous 



* Oncn surco rv.: 

It will be drained through the Rectum & Vagina. 

' ft win be drained through an incision of Iliac muscle, 

i left. 



Then "fetgajj Appendectomy" 3-6 Months later. 
— ^===^ 



fTironi c Appendicitis 
* U is better called germ-rent subacute appendicitis. I t. cause 
recurrent attacks of abdominal pain & dyspepsia. DP from the 
irritable bowel syndrome. IreateoLby. append icectomy. 





tumors of the Appendix 



<X> Caaaaeid^rgerrtafrinoma) Rare 

. Si& : Mainly at distal 1/3 of the appendix. 

• OS - golden yellow due to it's lipid content. 
. Arises h, Kulchitsky cells in the depth of 

mucosal pits. 
. Benign behavior but in minority of cases, the 
lumor invades & metastasizes to the liver. 

* ManJIestQjIflni(corciuoicl jyudrome) 

1. Flushing with attacks of cyanosis. 

2. Diarrhea with borborygmi. 

3. Brorwhospasm, and pulmonary stenosis. 

• If < 2 cm = Appcndiccctomy. 

• If > 2 cm - Ri. Hemicolectomy 

® Carcinoma ! (Adenocarcinoma) Very rare 

• it may present as acute appendicitis. 

• The tumor behaves as carcinoma of the colon. 

. if it is confmed to the appendix and the rcg.onal lymph uodes, the treatment 
right hemicolectomy. 



Carcinoid mnor 



IS 





lt>90_ 

2000 



Tpiaeua Complications & itt of Acute Appendicitis f-J 5 Marks)^ _^ 

. pjscuss Complications & ttt of Acute Appendicitis (18 Marks) 

• Discuss C/P of Acute Appendicitis 00 Marks) 

. Discuss diagnosis & ttt of Appendicular Abbess (1 q Marks)^ 

Acute Appendicitis (symptoms) & DD of^^cuis (2Q Marks) 



(2004) 



, Enumerate Complications of acute appendicitis & memwg 

ttt of one of them * * « aj»*«Y " 

. Mentis the treatment of Appendicular **» W MarKs) 

Umiion in brief the complicaUons of Acute Appendicitis (15 Marks) 

■ DiscusscomplicationsofacuteappendicHid (10 Marks)***** 

- • - . ... . (9 Mark)^0^> 

Discuss D.D of acute Appendicitis. 

C/P of Acute Appeudiciris . -Sw-V < =0 marks ) ^ 




of 3 ri part of duodenum, I.V.C. and Rl. P**» 
artery. 

o 4£^3feb ranch, ° a P pendlx 

„ Ant & post . coml branches to co« U m 
RT. colic artery. 

artery. 

° Mid !°3S^ Murtomose ascending branch of Ht colic 



anery. 





small & Uuy e Inl^tln^ 



From front of 




mesenteric vein- 



lying media) to ihe inferior 



By becoming superior rectal artery. 
© It colic men- I Which gives 

C2> .Vi^M series (3 or 4) ^^^^J^Lk artery. 




[1] 
[2] 
[3] I 

® 



1. 

2. Inferior mese 
fT\ |,v m Bhatig-dri 



; ^continuation of inferior mesenteric artery, 
from Internal iliac artery. 
: from interraf pudendal artery 

: Corresponding to arteries. 

ose v4lh splenic vein to form portal vein. 



c vein 

» : See Colo-rectal carcinoma. 



The Small A Laryc lutcstlnc] 




Intestinal Trauma 



* Exciting Cause ! "Trauma" which may be 

■ Direc * Trauma ' Blunl trauma c - g * Car Accidcnt - 

© Indirect 2>flJW«r» Fracture pelvis 

© Spontaneous Rupture : £arc diseases of Intestine 

• Opened : 0) Gunshot wounds. 

©FMncWre^^^duetostahbmg. 

S> operative ; 

* Pathology: 

ColTnWry are ^ ,l*„ P crous than those of the small intestine fageun&rf * 
© The Hifihly infective content of both aerobic & anaerobic organism. 



® Incomplete serous coat. 

* Complications : [Sequelae ) 

*~ ©7ernoniUs^ Septic shock due ld escape ofinteninal extents into the peritoneum. 
0 Internal Haemorrhage -» Hypovolaemic shock. 
CD Paralytic Ileus. 

★ Cnnicoljioturoi 

" "a) ^a^TWjtfmffiTo Abdomen followed by an abdominal pain + shock. 

ra]&fijate3&8- revea,s Mg"S_ of Interna! Hgc & Shock -^skfij.of 
Extemal Trauma as bruises. 

* taveetinations = 

" "n7r&CTscan : Tne mosi "Diagnostic" 

★ Treatment: 

" "^fatt-ohnrlt Measures : e.g. Blood Transfusion, Morphia etc... 
[B] | mtr °Hi at|a n a rotomv; | According to the site of Injury] T> 

fa)Sharn injurjes : Sutured. 

(b) Laceratcd ini»ries.; Excise the edges & suturing. 

(c) ES i53 .™ff •& * AaHittSMfe : 

— jw#ai/*rf H*ft © Ischaemia or gangrenous segments. 

© Extensively contused segments. 

Q> Multiple Tears that are very closed to each other. 



[Hie Small S. Lary 



IjileHtiae] 




® 







■v1 I 









fal localized Injuria are exteriorized, il Ihus acts as a colostomy.—^ 
(b)tf the" Tnjuried'part" e*n*t h* exteriorized^ The (ear is sutured 

& protected by a proximal colostomy. 
(Olfilestinal resection of a gun^iou^ jegincnM is done through Hanmann'* 

procedure 

In spite of spontaneous closure is rare to occur bul many Internal fistulac don't 
. require correction. 

» The correWion is indicated If ^ 

© The Internal fistulae connect Intestine with the urinary bladder. 
® The patient with nutritional problems where a fistula by-pass 
of intestine producing mal-absorption. 




+ minnir. anastomosis is more liable to disruption, leakage and peritonitis more 

than small intestine ks&mi '• 

0 The highly infective contents by both aerobic and anaerobic organisms. 
<B Constant gaseous distention. 
($> Incomplete serous coat 
© Peculiar Mood supply. 

p~.„ P ftrativft preparation must be done 

a. Improving nutritional status of the patient 

b. Bowel preparation : 

<t Mechanical : «Non residue diet 4 days before operation, 

■ Enemas and laxatives 4 days before operation. 
Or ■ Rapid preparation 1 da v before operation by : 

- "Whale gut irrigation using 2 - 4 Ml of balanced crystalloid 
solution passed via a Ryle tube until the patient passes 
clear fluid per rectum. 
■ ILof Mannitol orally -> osmotic diarrhoea. 

* fhrmical : ■ Intestinal antieseptics (Neomycin + Metronidazole) Orally 3 days 
before operation. 

■ At the lime of anaesthesia I.V. Cephalosporincs or aminoglycosides 
+ Metronidazole 



* *38£fc«*««l communication 

* M <FS?SUr in -o (when con, 5 c< .o Hdlo* Visoera I eg g™ « M 

(when connect to skm). 

® AlfiO External fistula classified into 

iUa - «l«~ »uinut fistula that discharge < SOOmUA 

or .SSSK^^*^ > 500m//d 

* AetljJosilL: 

1A! AfW abdominal operation s (80%).: 

TWnusc © Unrecognized intestinal injury. . 
Because *g"55^ 

<3> Anastomosis undcrtension. 

© Distal obstruction. 

© Lack of proper surgical technique. < 

M ; MS£tfBB fifiS&J ... 

© Congenital : patent vitello-ititesUnal duct 
® Traumatic : abdominal injuries. 
® Inflammatory : Crohn's disease. 
® Neoplastic : Malignant tumors. 




Direct fistula 




Indirect fistula 



★ COipJlCJtLoQS: 

IA1 MetabolicelBeiS i Malnutrition, dehydration, hypoalbuminacmia, and acid- 
[ ' to" and electo lvte di.turbar.ces such as hypontraerma *nd hypokaiaem* 

co^unon with high output fistula* These arc the results of 
mala^orption and loss of intestinal contents. Sepsis if present, aggravates 
the malnutrition as it leads the patient into severe cataoolism. 
FBI Sc si • l In some cases, the fistula track is not effectively walled oil. ud 
11 ^eric contents escarp producing an intraperitoneal abscess. Sepsis is the 

,-jaior problex in patients with internal ti.tuine. 
|q jn^^ *£sm rfttotfeta due to continuous flow of mtestmal 

contents. 

*JLefflnejt= 

(A , tofi^atigB * "»'""'»"■' : The priority is to save life of the 

dchydraded patient by LV fluids. . p au^..*,,. 

|B ] SlfSiEtto l Should be started early by an adhesive cover & disposable 

rq Er^S^SjCDSk I Through fistulogramv barium meal follow -through, 
U/S & CT scan. 



■ ^^S^r P rc & -e SSi v e di— r. of the outpu, 

1 ~tSSgagM»^~~«-8. 



[ill pjesUnal Diuemculae 



iJJi£H ^ i e. <gut or unnary bladder). 



with the lumen of a hollow viscus 



(1) riecliel!s^iS£lSi£i4SHa 



yolk £ & P™ tive ?» ^ n 

disappear gjSZk * intra-utennel.fc 
OMHc»tio> starts a. imbibed «*> » d 
intestinal gnj jg the »»*' P»i 



iMcckera 





C 




Meckel's Pittflicul 



* incidence : Rule of t 




Umbilical Sinus 




Haemonbfge- 



MECKEL'S DIVERTICULUM 




Complications 
KeraorTh«5& 



T-ir 



2 types of ectopic tissues 

(Static & - UK ■■::( i; j 



Confused 
Ulcer & . 
appendix ' ^s^? 




* ernijca] Piciiirej.ie!'!CiM t0 J 1 i ; 

It may be Accidentally discovered at operation for another pathology. 

© Acurc imp03S ible to Differentiate the 2 concerns. 

* pi*- ^ Per rectum from ectopic gastric <^H«p U (Peptic ulceration). 
® f r *^t 1P al obstruction ; May be due to 

fal Inclusion as femoral hernia -> Litir^Heraia 

0> Band between apex of diverticulum ft umbilicus leading to Volvulus 

(C) Swollen inflamed base -» Intussusception 




* Investigations : 



Small «.Ur«jc lutegflw d 

IA1 "Silent" Meckel's W*?*?^^ 
11 i?^>vered during operal.ons, must be 

excised to exclude it's complications. 
(B] »SimJ2ii>!aa!!£ , ' Meckel's Diverticuhiill 

to avoid stricture. 

Indicated only with induraied bosc of 
diverticulum & extending to Ileum on each "de. 




(2) 



ise 



It is a pulsion dlverticulac of the colonic mucosa 
^ugn the circular muscle layer at the points of 
S of blood vessels between *c taenia cob. 

* Aetiology : 

" ^sTppTsed to be lack of fibers in diet -> Colonic 
oSSpSaD t Intra-lumenal «^ r f*J" 

especially**"** a » d DOt rCCtUm ' 

0^) ^ mucosa is ' " ' * hri> •• I " ecl 

"^"^ in muscle coat. 




lit'' 





:o!i- Irritable colon 




* Clinical Picture 

[A] t[ncjufliji£al£AP lvcrlif " 1 

■ Distention & Flatulence. 

• Pain in It. lilac fosse. 

• tafisfisMw ; Tendcr pflIpable 
[Ti] r iflisiigd PivcHtedgiia caii: 

<1 1 ^f^^^uction of the month of one or more diverticula by faecal 

• M'C ha *» m ' p , " or Uamnatory oedema -> Retention o* contents. 

Sojf 2ry infection occur Diverticulitis. 
ctf> : Simulat e Acuta AppendicitSs on Ll Side 

< r,„ i.Hni, nf jgtt nh ""t i "» Hti g l""* 8 10 citbgr 




121 rh mnic Diverticulitis : 

— Long history of recurrent attacks of pna with passage 
rectum (DD of carcinoma). 

131 Dl gfflS?SnS^ drainage of Peri- colic ab.ee 3, 
• % IltS ■ Colo- vesical or cole- vaginal or eolo-entene fistula. 

[4] B**^^ of Margillil | lir , er y lrt ihc diverticulum 

may predispose lo bleeding which is 
hrjrtit red and massive. 

* D. D : Bleeding per rectum ; 
See later but the commonest 2 causes are ^> 



ffl Diverticulosis coli . 
© Ulcerative Colitis. 



* invesBgationsj 

ft] Rarium Enema : 




/k.B- : Ba. Enctna is Cor.traindicated with Acute 

diverticulitis because iT predisposes to perforation. 



In prediverticular siage, a Sawtooth appearance of colon 
then fully developed deverticlae will be visualized but 




(never in the rectum) 

[21 gjn moidoscopv : Shows the mouth of diverticula, also it has an important 
1 i —a value to diagnose any concomitant lesion . 

[31 Ue^oncJ^smSSliM ■ (if bleeding occur) which has 
1 7 Diagnostic role in localization the source of bleeding. 
* Tlxerapsulic role in Embolization the bleeding vessels. 



* Treatment : 



rpi rn^nlir.atcd Di verticulitis : 

ric^hivertieim : Treated conservatively as appendicular mass 

i.e. Ochner Sherren. 

2. Diverticulitis witU Perl-colic Abscess : Incision & Drainge. 

3. Generalized Peritonitis : Urgent Laparotomy : 

Resect the colon by ll.irtinnnn'H |»rocci!nrert then peritoneal 

Uiilel & Dminngc. 

4. Chrome Diverticulitis : Colectomy. 

5 Bleeding : Ressuscitation (usually the bleeding stop). 

If failed do Ernbolisation if failed Colectomy is oone. 






Ulcerative Colitis 
< Pro elo- colitis) 


Crhftii'K Disease 

(Ileyional Enteritis) 




Non-specific ulceration 


>k>p_-sp^ciiic granulomatous 
inflammation 


* Aetiology ! 


May be genetic 01 Immunological 
fi»ctars. 


llnkown, 

May be hereditary focal ischacmia 


* Pattiology : 


Ulceration afreet mucosa and 
gubmucosa of Colon & Rcautn 
(Pancolitis) or Rectum alone 
(Proctitis). 


Inflammation affect fill layers ot 
C I.T. mainly Intestine (Ileum) ' 


♦ Clinical Pictura 

~~Age : 

• Sex: 

• Presentation i 


• 3* J -4* decades. 

• Female > Male- 
CD Watery diarrhea 

(blood, pus and Mucus) with 
Tenesmus. 
(71 Weipht low & Dehydration. 


.^to 4 th decades. 
• Female - Male. 

© Diarrhae with pain at Abdomen & 
Mi«s at Rt. iliac fossa. 

@ Weight loss & Dehydration. 



iTIje Small 4 Urge Intestine] 




4* 



Typhoid a Paratvphoid 



[^urgical Complications 

<D Paralytic Ileus The Commonest 
ffi Intestinal Hge. 

3) Perlnra-ipj i of Typhoid ulcer See below 

which are multiple ulcere & arranged parallel to 
longitudinal axis of intestine. » 

<3> Cholecystitis (Nor cajcular) 

© Phlebitis : especially common Iliac vein. 

© Genito-urinary eg cystitis. 

@ Arthritis & Osteomyelitis. 
<S> Splenic Abscess. 

© Zenckcr Degeneration of Rectus abdominis muscle. 




■ Ulcerated 
payer's patches 

Ulcerated 

solitary follicle 




* earn. : 

• In the terminal ileum. 

• Loiigiiudinal with the long axis. 

• May be multiple 

* C'P: 

Picture of generalized peritonitis but : 

© History of typhoid fever 3 weeks ago, although the 1* presentation of 

typhoid fever may be perforation. 
0 Abdominal rigidity and tenderness are due to marked toxaemia with 



<3> Leukocytosis is hot markedly high. 

* 0J) : From other causes of acute abdomen & peritonitis. 

* LiyesjfgaiifLQS.: 

<D Plain x-ray gas under diaphragm. 

CD U/S ^ free fluid in peritoneal cavity. 

©Widaltest -»niaybe+ve 

*.I(eO!U!ept: 



Naso-gastric tube, l.V fluid, etc ... 

® Exploration : 

o Sealing of the perforation. 

o If the perforation is multiple in short segment Rcsccction anaestemosis. 
o Closuie with drain. 



[The Small & large faaieMinel 




48. 



* Cnj^ijlcatuijis 

[A] Intestinal ! 



[B] Extraintestinal 



* Investigations 



* Treatment 

[A] Medical 



[B] Surgical 



(Fructo-iolili*) 




1) Toxic Megacolon (faial) 

2) Haemorrhage. 

i.e. Bleeding per rectum 

3) Cancer colon : If pancolitis 
more than 10 years. 

4) Stricture formation — "> 
intestiaal obstruction. 



1) Mai -absorp lion (Extensive) 

2) Abscess & Fistula to another 
bowel or skin. 

3) Pep-anal abscess. Anal fistula 
& fissure, i.e. Peri-anal lesions. 

4) Stricture formation- > 



, Liver cirrlKtsis & Skin lesion 



Barium Enema : Shows 
colonic shortening & loss of 




Barium Meal follow through 
shows segmental areas of 
slricrure & narrowing al icnninal 

ileum " String sign Dlhanlor" 



1) Correction of Anaemia and 
Hypoprotcinacmia. 

2) Local and systemic 
Corticosteroids wiih Acute 



3) Salazopyrine ISllHlhasalainel 

2-6 gm/tf. 



I) Total Proto-collectomy + 
Terminal rieoatomy. 



2) Total Colectomy + IleorectaJ 
anastomoses with regular 
endoscopic follow up of the 



3) Total colectomy + Rectal 
mucosectomy + lleo-anal 
anastomoses. 



1) Correction of Anacmiaand 



2) Anti-spasmosics for pain & 
antifiarrhaeal. 

3) Salazopyrine CSulpftasalaaiie) 

with Acute disease.' 
~ : 



1) Localized resection of the 



2) If Stricture we wih do 
strictureplasty i.e. incise 
longitudinally & closed 




I Thc Small & large liiicstinc] 

a 



TuliGrculosis of the lutestini 



— 



* 


Ulcerative T.B 
(Enteritis) 


Hui>cn>1nsrJc 
(Ueo-cecalT.B) 


* Aetiology 


to jnumbnary T.B as a 

ramll nf *iWi^llf>WinC the 
IcSUll 111 aWtUlUi'JIQ 

tubercle bacilli. 


Iry to ingestion of the infected 
milk in high resistance patients. 


- PatfiDlony 


Mulliple ulccis in terminal 
ileum. The long Axis of the T.B 
«lfpr« liM Transversely. 


Marked tluckening of the 
intestinal wall mainly the Ileo- 
cecal region. 


* Clinical Picture 

* 


(D Attacks of diarrhae, weight 
loss & Abdominal pain. 

© Intestinal obstruction from 
stricture. . 


CD Attacks of ciarrhae, weight 

loss & Abdominal pain. 
0 Mass iu Rt iliac fossa 

with vague ill health. 


* Combinations 


0 Intestinal Obstruction. 

CD Perforation (Rare). 


© Intestinal Obstruction. 
<2> Abscess & Fistula (Rare) 


* Initiations 


(E Laboratory ; BL Picture, 

ESR, Tuberculin "est & chesi 
x-ray & sputum analysis 

(D Barium Meal : shoves **• 
Ulceration, narrowing & 
shorting of affected segment 


<i) Laboratory I BL Picture, 
ESR, Tuberculin test & chest 

Ot Barium Moal : shows 
narrowing of*]lco-caecnl 
junction ^> 


*. Treatment 


CD Anli-T.B. drugs. 

© Resection & Anastomoses if 

stricture occur. 


CP Anti-T.B. drugs. 
©Rt Hemicolectomy if 
obstructed lesions occur. 



<r Bilharzial Colitis* 

* mcidonco: 

■ Common in Endemic area "Egypt" 

■ Age i Common with young or Adult 

■ Sex : Male > Female. 



* Aetiology : 

It i s caused by Sehjfltggfflaa Mansotii 




& less commonly S. Haematobium. 



* pattiolojpr : 

~" . - Siarnoid colon & Recfom. ... . 

I W clonic inflammatory cells surround the deposite d ova leading to 
foliation of g granulo ma or pseud o-polyps. 

■ 



ID 



The Mucosa rhows ulcejs & polyps, 
•flw Submacosi! shows localized granuloma. 
The ujcera A nolvp s arranged in circular 
{Transverse) manner due to circular 
arrangement of veins of colon. - 




[2] £ji£u££l2un = 

i.e. [AH layers of colon) 

• The Mucosa 

• The S ubimicosfl shows fibrosis. 

• The ^oscalpaa & Serosa arc fibrosed to form "E* neri-colic ma.sfi" 

* CBnlcalPBcture : 

a of patient : (young or adult & male > female). 
. svS»tsm2 : ^Weakness, pallor & Easy fatigability. 
fcyn>r> ^ Diajihca< Temmus & passage of blood & mucus in stool. 

<3> Mass in Lt. iliac fossa. 

■ gig""- : 

r/\] (g eneral signs : 

"Anaemia, Clubbing fmgeiS.±Hepatosplcnomegflly. 

[B] Lacalsigns : 

0) Tender & Thickened sigmoid colon. 
<2> Hard nodular mass in JJf iliac fossa if peri-colic 
(5> ]>/» detects multiple rectal polyps. 

* Complies Hons : f Never pre-cancerrus) 
" ^na^'a.Haemorr^rW^rcc.a.prolap.e & .ntstina. obstruction 

* Investigations : 

Ml I -o ratory Investigations : 
' - stool, Urine & Blood Analysis. 

Investigations ; 
Barium Enema shows multiple, rounded filling 
defect nf variable sized and localized to sigmoid 
colon & rectum. 



l 3 | j.frtiBBim Invesligationa : 

" gjginotdoscojjy shows mucosal polyps- 
* Treatment: 

roi polyps nrc removed by sjornrLH orcopy . 

RBT^clslon ofafl-ectcd slumoid is ( Rarely) in modem surgery 




Sm-.l1&Ur-jcliUesii«icl 




Colo Rectal Tumors I 



Polyps of th* Colon & Rectum : 

[A] E pithelial **> 

a. Solitary : Juvenile polyp. 

b Multiple : e.a. Multiple Juvenile polyps & 




It is familial . Inlestinal polyps 

H is Associated wilh melanin pigment of oral mucus 



membrane & Lip. 
• It is Not precancerous bui 



OH£*lllTt 



I or 




© JnfJammatojy. polyps : 

" a! No solitary polyp, 
b. Multiple : e.g " " 

Q> Neop > l;is(i.q.jiolyBS : 

"a. Solitary : Adenoma orCaiciuoma. 

b. Multiple : e.g. Familial polyposis coh (F.P.C)} (See below) 
& Gardener's syndrome. 

<-p UneIas5ified.noJy.pjft : 

"V Solitary : Solitary Hyperplastic polyp, 
b. Multiple . Multiple Hyperplastic polyP- 

p] Mesenchymal tv : 

As lipoma, Leiomyoma nr Hacmangioma. 



Benign Tumors of the Colon « The Rectum 

^ 

Epitrfdh 



Belial 



Due to Hyperplastic 
Epithelial with 

© Ulcerative colitis 
© Bilhnrisiasis. 
<2> T.B. ulcers. 



use 



(most common known as polyps) 

a. Juvenile polyp. 

b. Villous adenoma. 

c. Adenomatous polyp. 

d. Familial polyosis & its variations. 



Con necli ve 
tissue 



CD Lipoma. 
£2> Fibroma. 
0> Leiomyoma. 



|(A) Juvcniio polypi 

* IncIdyilCB : Common in children & common in Rectum. 

* Pathpjpnjf : Usually solitary with long, pedicel 




[IfaC Small & Utije Interne] 
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* JjeatrpejB. £i$S*» & Excision. 

I (Carpet luinor) 



ledum in children (Never turn malignant). 



ggf Villous. 

* La?W Ato 45 years old ft common in sigmoid colon & 

* PalhOlOJJV : Multiple s^ile polyp, «*h velvety surface ft ^U^^ Ufa 

* " JJ1 ' proiectibia so (culled carpet tumor) 



projections 

* "^Bloody & mucous per rcetum. Liable to turn malignant 



rf*4l 



*lrca.ijiient 

-If Low 



Anterior Resection. 
Abdoraino-Periucal Resection. 



\ r) A ^ P r>mTi'atous polypj 

VMMfll8~= After 20year & common in colon & rectum. -r^g 

* mma « ^ muh * !c > p*-^ & lobuifltcd polyp ' * ^ 

* C/P.: Bleeding per rectum -> Anaemia, (Rarely tun. molignant). 

* TreatFOCJlt; Vision usine segmoidoscopy. 



Familial p olyposis colli <^> 



HI f flmmai pnlvnnsis Coil < f - P. C ) 



* Aetiology : It is an Autosomal dominent Disease. 

* incidence : 

■ Runs infusOx. ..... 

- ■jy : Between J0-15years (Never s.nocb.rtt>) 



■ Sex : 

- Sv" Multiple polyps at colon & Rectum. _ 



- gp^ilc or pedunculaied at least I QQ in number -» ftp^ 

: 3 Types ► 

CD Tubular. 
© Villous. 
OTubulo- villous. 




N.B. , ffJ^L:C-^^-«- wc . noDB . s devc|oped 100Vj „ 5* dccadcs . 

* Clinical Plctura: 

- rsZ^srns , Lower abdominal pain, Diarrhae ft B.eeding per rectum. 
.Signs: ©Tender colon 

(S r/R Kecial polyps. 

[AJ rifiriqm Enema : — 
shows multiple, rounde 



m sjflfflDjdggg^ * Biopsv - 

* Treatment: 

rectal no! yds then regular follow up. 
0 To'al cofcSi^t Distal rectal mucosectomy + Ilec-nnaJ anastomosis. 

[P] T h » F-imilv Members : 





|2l fiaTflp,ner's Svndr c 

! It is a rare varient of familial polyposis coU. 
• It can lurn imo malignant. 

■ II is associated with Exna-coloiiic lesions include ^ 
CD Osieoma of skull & mandible. 
<2) Sebaceous Cysts, 
<H Desmoid Tumors. 



(b) Cj gallgnant Tujn ors> 

f n rf innm n f hg fnlnn & Rpc * um 



t IncirJenci 



of err. 



■ They consider the co 
'Age : SO - 70 years. 

■ Sex_ \ Cancer Caecum common with Female. 

&-Cancer Rectum common with Male. 

* Predisposing Factors : 

~A\ m&* Irritation as High fat with low fibers diet. 
|H] pyp-f; «ncen)iis lesio ns as 

CD Benign adenoma particular by Villous . ' 

0 F P.C. & Gardener's syndrome. 

CD ulcerative colitfs (If Pancolitis > IQyears) 

(«> Urciro-<-olicani*iilmosis 




70% in Sigmoid colon & Return 1 
10% in Caecum. J 




<S MajignffiUJlccC ^SToid colon. 

Thoracic duct 
Cystenucliy" 



[A] 



f^rio & Inferior mesenteric ^enc ) 

icicdod 





0) Epicolic L.N». 
© Para-colic L.Ms 
<j> intermediate LN* 
© Central LNs. 
© para- aortic LNs. 




* Staging 



. j^nJsLlhrough port^ vein to liven 

iread - Leeds to Peritonea] nodules & Ascics. 
I Mainly (Cancer Rectum) 
the progress of th e degree^ 





m,c Small A large Intestine! 



* Climcal Picturej 

[A] General examination (fox all sites) 

m pi ctures of Metastas is, eg Jaundice. 
. Ahcliiminal l amination: 

for Ascitis or mass 
m TRedal TAaminarion: for any pelvic deposita. 

[ B J i peg! rumination: (According to site of Tumor) 




H] lit Coion cancer 

m 



[II] Ll- Colon cancer 



l^in at Rt iliac ftm due to 
hypcrpcristaltic waves to get ndof 
tumor Diarrhea. 



I' Ma-w : which is hard, irregular fixed & 
ill defined at Rt. iliac fosse (for DO) 




■ Irrigation by hard impacted stools 
causing excessive mucus secrcuons 
leading to spurious(False) diarrhea. 



■ Rarely Intesliaal Obstruction 

As <D The wider the lumen 
<2> The stool is still liquid. 



The r *iie nt m:tv nrescn< by 



3As 



i.e Anaemia, 



So leading to severe Microcytic 
anemia not respond to treaunent 



Pictures of CorDjiliciuJons. 



■ Maw : Mot present except ifthcic is 

faecal impaction above the rumor 

■ rnmnionlv Intestinal of^tructwm 
As CD The smaller the lumen. 

(Z> The stool is more go lid. 
<3> Carcinoma more stenotic. 



The naticnt ™»Y r>resent_by 
Change in bowel habits as progressive 
constipation with short duration & noj 
respond to any purgatives. 



■ bleeding per-rectum 

ns hard stools may injure the mucosa 
linin g of stenotic lesion 



5< 



CD intestinal obstruction especially m 11 col rm tutors. 
* Perfenlitm & formation of malignant fislulae or pentonms. 



% cS^aTSm spread c. g Jaundiea. Liver meUs^is 8c Ascih, 



11 Beclal C.incC jf :Oto present with ^ 

- B l^ding.p er-rcctum which is usually slight, \f bloods 

- Tensmi^Sensc of painful incomplete evacuation ) and 

■ V/)i Exaininpfiojifllloas.^ 

""©palpation of tesioiw in 90%of cases 

©Detection of2ry piles. 




gej^nucus; 



[A] Dff from mas s : 
* Jrtass !u r;;. iliac 

As ffi Rt. cancer colcn 
© Appendicular moss. 
<2> Iliac lymphadenitis. 
- IS9£S§D ^tfiasirinni s 

As © Cancer Transverse colon. 
© Lt. iobe Uvcr. Tumor or Cyst 



- 



® Ileo-caecal T.B. 
©Crhon's disease. 
© Psoas Abscess. 



as 5 Cancer anlnn &Rcctum 

© Anal conditions as Anal fissure A Anal Carcinoma. 
© Bilharzial colitis & Diverticular disease 

* 'Investigations : 

[A] DtagnQ3t ir. Investigations 

fj J Laboratory : 

H Blood picture ghowMicrocytic hypochromic 

Anemia. . 
PI RadMc^'cpU ( Barium Eocma ) — W> 

Shows © Cancer caecum. 



Or 3> Cancer Transverse Colon. 
Or G> Cancer Descending 
Or ® Cancer Sigmoid. 
Or Caacer Rectum . 
m Instruments! : (Colonoscopy) 

rectal bieeding. 

♦ Mandatory in patient > 40 years e piles. 

* Biopsy: is obtained 
work up: 



■ 



cTTver Function Test, U/S or C.T. Scan for liver 
' mclostnsis & Chosl x-Uoy for km metastasis. 



<D Cancer coccum 




© Cancer Transverse colon: 




© Cancer Descending colon] 




® Cancer Sigmoid^ 



KB! ^^5n 0 .Embryonic Antigen (C.E.A) which is prognostic only- So 



3 Noxv by (CA 19-9) winch is prognostic rather than diagnostic. 



/nTIFaI^^ Wc will do^> 

' (D Plain X-ray Abdomen . 

© Serum & Efecuolytes studies. 
$ Complete blood picture & blood urea 



* Treatment : 

pflj Treat ment Qi cancer colon | 

[X] gi! ncer£olQ^^ ftnW M|it«tfnal Obsjruc|Son 
[AlOeerablo: 



BLHeml-SMBBlOBI ^ done by ^ 

. Removal of draininfl UNs & ligation with division of Ileo-colic 
I Rt colic vessels at their origin from the center* 
vessels . 

Rt. of middle colic vessels. 
CD Removal of peritoneum of post, 
abdominal wall between the 
resected colon & sup. Mesenteric 
veSscll es it contalafl lyifipU vessels 
awl LJMs 




■ Finall y 





r_i naiij ~ — 

Restoration of coniinuhy by Iteo-tninsvers e onastomosis end to end 
.Tun-or. ofHcoatieFl^tjire.- Expended Rt. Hemicolectomy 




™ 1"^™ ftfTiamw 

Tnvsyerse colectomy is done by ^ ...... 

of middle colic vessel a it's ongsa from superior 

.... . -i.. 



ipw«i« n f dCTiift "l»"-fced resected gut is: 
C£> Transverse Colon & Mesocolon . 
© 2 Flextme (KepaUC Ac Splenic) . 
©Greater Omentum 



' Finally . . . . 

Restoration or the continuity by end 

to end Anastomosis. 




Small & large Inteatlncl 



gT ! »»»^giJ>ggi: f ' , ''' n 'J Ct>|tm " 





Timior* ctj »""■ ■< 

uKBiaKtiPecWBWisdoneby^ ...... 

-Removal of draining LUs & ligation wftfa division 
of L1- colic vessel ai it's origin trom inferior 
Mesenteric vessels. 
The ryf_-J2L flf ^vascularized resected gut is. 
Q> The I-t. 1/3 of Transvers colon. 
® The SFl«™c llcxure & descending colon. 
<3> Removal of a wedge of peritoneum of post 
abdominal wall Le vase at the resected 
colon .ft the Apex at excised vessels 

- MnntlV — — * 

-^^Restoration of continuity by end to end 

anBstomosH. 

r g& Tat^ ^nni colcctcJiy ^ Kcnio vp I of LL 2/3 of lnm» verso Colon ^ 

el ^^fffi,imoM Colon — — — - 

SSSSd of dining L.Ns with ligation & iivmon of 
sigmoid vessels at their origin from inferior 
A mesenteric vessels. 

^I^XSi^JLLllJltnf rt1 'r^^ 1 gutfa: 

T*^ © Siein^ colon. r— 
© Sigmoid mesocolon. 

■ Fin ally , * I" 

Kesto.tatten of the continuity by end to 

end ftnaSiOHiOSb 

[0] Lriopejabie : 

JF Resec| ghle TuroorjL PaiiiMivc RcseCtii 

Sidelo si 

* fttfteSl colostomy in Transverse Colon > 

^ : Chcn.othen.py [5 Fluro-uracil] & Radiotherapy 
may be Useful. 

[?] rgp^r rnlnn wit* TntestinaTS 

1" Resuscitation & Immediate Laparotomy dm the " 
— ntalical or Palliative) depending on operabuity^ 




( TjB_: For Cliricalfy IB pa 



clostomy is done W 



ith later management csobojs) 




^ [iSiciirof cancer Rectum] 



[A] : 



Anterior RcsscJio* (without 



■ Removal of draining L.Ns 

» - .+^ r ic vessels or 



ion 




Lt .coUcv C ^. is spared 

The Jfcgfcfil*^^ 
G) The siG™ d coloQ - 

So this ope*** ' « ^ ,o End ^-is of » PP « 

vessel is qptn& 





he gytfSLeC^SafifiE^ 
<j>Thc sis«*>W colon 
CS The v*oi£ Rectum. 

© Thu s ? hi^« & Levators m, ^ ^ 



sg : (Prolapse of mucosa flifcj ° f 





» u( occur » -it** 6* to * 

a »r bUSiwhw O-Wf with BM 

, SjnatetS Prolan : of jdfflfc^ 

^^^^^^ 
2mcTut« during labour may explain. 

Mrttf^qaar" 1 " sIidinRhcraia ' 





defecation 



u Svny-ifiina ■ „ .„ .v. Anus al defection. 

»*'^^^^^ B ^ iB « tesl loeon,B,eoce • 

' ♦ Less common 

More in Adult 
*> 5 cm 




'Incidence 

.Length of tTctojne 
* Mucosal CorW*t*>* 



. Common 

* More in Children 

* < 5cm 

Muco: 



he Small S. large lolesiiiit] 




*Trea«nent: ^Biltorz.^ 

i [A] Pmla pac in children: 

© Partial prolapse: conservative treatment mainly through *^ 
T'CoriccVthe "cause of straining & Improve nutritional status, 
b. K Reduction by mother after defecation followed by stra^of 

bullocks. .' 
c SubmwCotiS "'i^innof5% Phenol in almond oil. 
© Complete pmlap* : Pcri-n«l Section of aJcohoI ^ Kibrcs.s w)uch fix the 

---- E — ' ^ rectum in the sacrum. 

[B] grotocae In Adult : 

o> tBHm&m ** mucus in J ection ° r ? %pheno1 • toond oii or Excision 

in & fashion as HaemorThoidectomy. 
.© Complete jjrolopse; Surgical only. . , ^^.^.i. 

TfeSdChiitei Wh Opcratioal done through Ab»uIAxmrP^ 
The rectum is mobilized and pulled upwards. Tben o piece ot jaPJJCg-mfiSQ - 
is attached by sutorcs to pre-sacral lascia and then is wrappe d around back 
side of rectum. & fibrosis leads to fixation. ; * 

V.B: | If unfit patient] gilgrgc hN alteration (peri anal circuiage) 

May be done which is passage of_sjlverjwfcc S.C 
Around the anus and tied wiLh Ihe assistant's liule 
Fingw in the urns. Then left for 40 days exciting 
Fibrosis A. Jt:cping rectum in place. 



\m) . Discus path-. OF & management of cancer Sigmoid 





(T993) .placus path., C/P & management of cancer Caccam 
(mf) t Discus path.. OP & InvtsligaUons of cancer Rectum 
(msj •Dl«2i5 P^h.. OF of carcinoma of Caecum 
■ jjwp . patn.. C/P of cancer Caecum & Hwtnm 

• Qiscvsg Pathology, C/P. invesligaiion of cancer caecum 

(loon • MfiMion Pathology &C/P of Bilbnnial colitis 

|l0Q2l • Discuss Pathology, C,T & management of cancer sigmoid 



(20 Marks) 
(30 Marks) 

(15 Marks) 
(15 Marks) 



B . Pbcu** pathology & compbcations of canu. 

• i^P^olosy .OP* man^of cancer eaeeum 



(20maiks> 




Arrest .of downward propulsion of Intestinal 
* CfassSt^catf oils : 

There arc different } types of classifications 



[l] Accenting to VaAoj[qgival Natoe _of Ac cause : 



Due to Mechanic*] occlusion of the gul lumen without interference with it's 
blood supply. 

[113 stiaasjiiiaiiflai 

(a) .P«« : As in Mesenteric vascular occlusion with patent lumen. 
<b) Mixed : Both lumen & vessels of Intestinal loops are fciocfcsd. 

As iri © Strangulated Hernia 
© IiihisscepUon. 
® Volvulus 

N eurogenic : . _ . T , 

Dee to paralysis of peristaltic activity of the gut -> Phytic Ileus., 
i.©. loss of prop ulsive power of the bowel. _ 

^^fi^To flic level of"obstnicliou : 



~V)"£^~mMJ> owcl obstruction 
JH] J^W^fflgiLbowel obstruction, 
(liil Luiflg bowel obsinn-tion. 



J jij Act ftrdtaa ro to onset A^ C -PM«S *£?*^^ ou : 

HI flfiUte obstruction; clinical course is rsuid- 
fiji Chrome obstruction: clinical course is dowjy. progressive, 

[ill] M yifiJuUSILfi^ » ^P 3 ^ 011 on <°P of 

colonic tumors. 

$ — 



. ' Dynamic ; (increased peristalsis) 

DueJSJ Mechanical occlusion of lumen. 

• Adynamic : (No peristaJisis) 

Dupjq a) Paralytic itous. . 

b) Vascular i.e. Mesenteric vascular occlusion. 




It is a 



interference with it's 




or 





^'HSU Ent^ocoUtis & septicemia. 
® 'Ujlt : aw**** H=mia. Tmno^. Fceien body 



rntlrSB.Q2lB 



, A,,iircrisUilU}C_WQ^:-- • t _ Hislndae the obam-ciing agent ■» 

■» f & of to da** u* — 

AntipenstaUta: wavC 15 . „ ftm i. [n n 



Stage cJ_dUataiion : ahitfei ■> stagnation wb^h 

" The proximal segment start to feUg* then a ™» 
invrte* infection A Fermentation -> » JI0l!lJ!S - 



It* bgurceg of few production. : 
©The Bacterial fermentation (10 »J 
© Swallowed atmospheric air (« 8%) 
I Diffusion from blood into bowel lumen (22 A) 



TAien lever, oontou* diction Leads, to occlusion of xfjM > Oedema of the 



[B] Dist^sepjrienfc 



<D*wm [The 1*& Ew«cst symptom]. 

• Onset : Sudden J**-*;— 
. Site" (a) Above umbilicus with , " ,testine ;. _ 

' <h) 4te ^^ S ^f 

© Vcmitlng .,, 

• T'SnJeiu^ mm* I ON** fife «tf 1 

• fcajly htfestal comer* [ 3row»ishfa*cd } 

Which is mi 

Which is figure to PW» 3atus or stools. M No stool 

: $£ J§^Tw«k rapid pulse & Tachypnea (Air Hunger,. 
• Pallor & Cold Extremities. 



^^-^^ ris-M-ted Abdomen with visible pcristn!asis.(step ladder) ' 



.etc. 



> PtremVm : hyper - I*"****- 




> f/g, a*, ******* carcinom 




^ed^t;ir^«- Norm ally- 3 Ouid M -V * 



present: 

a. Atlhcstoaioch. 

b. Atduoaer.o-iej_vjnaiflcNure. 

c. Ileo-caccol region. . s wk the p 
ineg&I spaces in between. 




(c) ColorQ 



0) 



rfr -f! p r** ^^!Li a °**f 
diaphragm as in 



show free air undw 



[C] Bariy. 

May 

lDJ SU^2rS£k <•*-»,? ^ 3,16 wail — 



[Intesdnal ObhUTicrlonI 



* lyeatment : Urgent sureical relief 
[A] Pr&-operatiw e preparation : 

© Correction of fluid A electiolyte imbalance (Na* & K* ) 
IB] Operation : Exploratory Laparotomy by 



Rt. paramedian incision 

<J> l&MQ ' '"spec 1 the Caecum 

Colonic 





• If collapsed -> Small bowel obstruction. 
G> Intestinal d^cpmpr^slon : 

By "Retrograde milking or Introduction of a large Tube sucker through a 

small entcrotomy. 
© Remove (he cause of ofcstructioo. 



• Intestinal colour. 

• Peritoneal lusters. 
mAfese n t cric A rteries . 



m By pinching. 
• Co/ah/ency. 



Viable 



• Pint or Dark red. 

• Present. 



* Contracts. 

• Firm. 



Non viable 



Brown to Black. 

A bsent . 

Non pulsating. 




I — n T/ign 



Deal with the Intestinal Contents 



r 




Reduced to 

the 
Abdomen 



Small 
Intestine 




J 

Large 
Inteft 

Rt[coivn 



tint 



Cover it by Hot saline packs 
Oj inhalation for 15 min. 



urc 



U Colon 

Rt. Hemi-colectomy • 
+ Ueo - Transverse 
anastomosis 




If the cause is irremovable or inoperable -> Bn - i>mh nrm-eilure . 

■ Small bowel : Lateral anastomosis between highest distended loop & lowest 

collapsed loop. 

■ Large bowel : * Rl colon : Ileo-Transverse anastomosis, (side to side) 

♦ Lt colon : Proximal colostomy 




e.g. Mesenteric Vascular Occlusion 



s (lscbaemic Colitis) 



(§) [~ivHxed 1 

© Stranaulatcd Her 
Q> Intussusception . 
(3) Volvulus. 

(A) [ |>urcsUan 
^ ^n^rlc V ascular Oc 

q Mesmeric Venous Embolism. 

* PaUtol00Y : 

. a T^jejriiestini becomes gangrenous 8c soon penor 

S of oxygen free rfcals from .scbaem* bowel. 

* ClInieptpL^ ! Wcalcra p i dpu. Se &Tach yP ne.(AlrH 

. Ihillur & CoW I'.xlrcmilk*. 

[B] Local: 

" ^rlc^ri Acu* Abdominal pain- 
. Repeated vomiting. 
Bleeding per- rectum- 



" "f Hypovolaemio shock s facial pallor. 



A&oiuinal Tenderness & Rigidity. 
. Absence of bowel sound. 



Xjd . CD ^i 1 nrtP"" M »Y ndro,ng: „ . . . 7rtW , Malabsorption syndrome which 
can be corrected initially by parenteMt fccdin„ E 
Intestinal adaptation develops. 

■ "^z: — r it ■ 



See (volume"!") 




* Deft nitiott : 

It is invagination afgut into the other 
i.e. proxim al loop into the distaM oQP_ 

rare Intussusception is retrograde 



|N.B : Vcrv. 



- Stfnntiuiatoo 





* Anadir _ 

0 Ilea- Ileal : Ileum is invaflinaied into ileum . 

2 rw„. colic : Colon b taM*** '*°» lon ■ 



* Clin Seal t^Pj? ■ 

[A]lnfantilType[Comni«i.| 
[Bl Adult Type [Rare] * 



Intestinal Obsrmcdool 




■ 

Usuflily Ilco- Caccaltype 

* Incidence : 

7£ Wosi wnunoa cause of Intestinal obs 
■ 1*2 year of life 
• 5s ; Male > Female 

lS1 ^^fSden.ca^e.SMcck.e'sdivcrfcu.-m 




Ap<x 




CD Tlic Entering or Inner layer. 
C The Returning or Middle layer 
C£ m Er-stothiag or Oatef layer- 



* TUB Ensuing layer c«lloi lnli»wie«P»«a * " > oaa 



■ Tvne of patient : [3-12 Month & Male >Fcmale] 

■ Symptoms . 

♦ Attacks nf colicky nail* denoted by Scieoiinfi or diowing the legs up to the 

abdomen. 

♦ Vomiting , 

♦ Passage of bloody mucus like (red current Jell/) pa-rcctum 

■ Sixaf ■' 

/-\ / * Distention is late with empty Rl iliac fossa - Sign of Daw*. 
^ [ * A sausage shaped mass (i.e Iniussusccpuon) any whe re in the 
•J I Abdomen excej* Rt. Uinc fossa — 
A * P/R Examination : Reveal bloody mucus. 

* js.d : 

From Gastrc-emerilis or feeding problems 

- Barium Enema : shows Clow Sign 

Occurs wilh Jleo-colic Type only. 

Shows sudden arrest of the dye al a CyMlffii! F illin £ defect. 

* TreaSrcienI : 

[Resuscitation with correction of fluid & Electrolyte Imbalance] 





Rcdupt.on or" I 



*0 



rAfH ydrostatic Redu ction: only with early case* 

Barium is nmning Through rectum under pressure and followed up under 
scr een until complete reduction occurs evident by ihc appearance of caecum. 
Appendix & Terminal ileum. 
I [B] pper ative R«ri action; 

lit is Still the standard Treatment of oil cases) through 
a Ri jggffl Transrect al incision-* the Thumb, Index 
& "Middle fingers arc inserted into the Abdomen and 
the intussusception is reduced by squeezing (he apex 
in a proximal direction. 

Qn.B : Don't PiUion invaginated segment to^yoid intestinal tear) 

f£ The Reduction tails or gangrenous loop occur we do resection with End to 
End anastornoiiis. -^C>\ 




(3) Volvulus 

* Deft ttititoirt : 

Twisting of loop of gut around the axis of it's cwen mesentery. 

* Pathogenesis : 

" "fm a Twist to occur, the gut should be in the form of a loop wilh a mesentery 
m [Ome*a l»«P] * JSBS Mg ffl g N»MS 




volvulus 




* Types : 

. Volv^us of stomach. Small gut & Cwm 
- Volvnulus Neonatorum. (see later) 



[sigmoid Volvulus 

colon ^Ahnom^l elongation 
of mesocolon becomes narrow. 



at the apex of the sigmoid loop 



* Pathol©*** : , „ . 

Ta7 ^r^tiV2£LJ°2n. usvd\y fal^ infront of the lower, fifithai the Twist always 



N.B.: 



t .» p „ WnirliPD T ending to 'fr 
1i> Huge distention of the sigmoid colon wi 
from ermoested bowel. 



<2> Z Sg eatow flfeta g ^ distended. 
Q) y'fef jtocfwi iefe* >s collapsed & Empty. 




■ rTVffiTotEatisa* : Eideri y consUpnted Male. 
" §y ?|S of severe abdominal pai, & Distention- 

: 55BH& 

* Invest!*!*!!?^ : 

* Treatyne"? : 

(A) £2G£SG^2^; witn no evidence of gangrene. 

SfedSted ^S^LSfb^M through a sigmokWpc to untwist the 
■ M«*SM* 6 B*^ ,| 2B UL \m lead to guah of gas & fluid stools. Fjnfllfr 
SfSi is left on Place and the patient is prepared fo, btf* elective 
Se^n of ^ long sigmoid to prevent recurrence. 




[Intestinal Otostniciiunl 



(B) Emergen cy surg i cal ffi t 



^P^: D C nale.tbc sigmoid by untwisting the volvulus to 
jg gangrenous. Resection is done. The proximal 

colon end is brought out to the skin as terminal 

colostomy & the distal end is sutured 

(Hmltmam** prucediuea) • 

But ffi viable, it is fixed 10 the posterior abdominal wall 




It is a paralysis of peristaltic activity of die gut. 
i.e. Lp>5 of propulsn 



* Aetiology : 

~to MacInkih itio.ti_of Intestinal motility following abdominal operation or 

spine fracture. It may be due to sympathetic overtone. 
® Taxi,: inhibition of intestinal motility as Peritonitis. 
® Mrraholic Abnormalities as J.K & I Na efts.... 
® i>"15 overdose as Anttcholanergics. 

* GEUsScai Picture : 

■ Abdominal Distention, Absolute Constipation & Vomiting. 
" The patient doesnlt have colicky abdominal pain. 

■ Inaudible Intestinal sounds (Silcut Abdomen). 

* Investigations : 

[1] Laboratory ; Blood urea & Electrolytes. 

[2] flain x-ray : Multiple gsa fluid level in Internal loop. 

* Prevention : 

P re-nperative : Correction of DiochemicaJ disturbances. 

■ Operative : Gentle Handling of the Intestine. 

■ Pn feoncn.tive : Naso-gastric tube to decompress the bowel until return of 



* Treatment; 

■ ^sfrc-InU'.viinal suction until intestinal sounds retum. 

■ T.Vf Uvid therapy especially K* & Na*. 
: para-syinpaUiojiiunctics, 
e.g. Proetigmlne may be helpful. 



Neonaial Intestinal 0!js: 



UKKI 



on] 



★ Intrnilncijon.: 

■ Kf- watal period up to month old. 

■ Infancy - 1 month - 2 years. 
: > 2 years. 



*!ncl£erjc$.; I : 

In the intra-uterinc life (at the 4* week) where the mtra-embryomc caeleum is 
very small, so, the mid-gut extrudes into the umbilical cord, Later on reduction 
and rotation of the mid-gut occurs in 3 stages : 

a. E 2feS* sfave Anti-clockwise rotation of the mid-gut (90*1 : the colon lies to 
tfie left while the small intestinel lies to the right 
Ei"il.UC£JitfJiiSJlfl££." exornphalos (congenital hemta). 

b. S^MiMiiS&:- Anti-clockwise rotation of the mid-gut icx(\%<n : the small 
intestine becomes in the left side ami the caecum becomes under ihe liver 
Ffljjnreof foflitagff iiiolictation of the mid-gut and volvulus neonatorum. 

c. ThJzji rfrre ' Anfi -nlnclrwific romtion of the mid-mit fnr the last (901 : the 
caecum and ascending colon descent to the right iliac fossa, then they are 

. fixed to the posterior abdominal wall. 
- ~ ^iMHJ^&tolatt.: tne caecum and (he appendix are 




* flelfniHETi: 

FA] nyn^ rntc (Mechanical) . 

; (D Meconium Ileus. 
© Mcefioaium plug syndrome. 
© Ccngenital Atresia, eg. 
0 Annular pancreas 
d) Congenital Megacolon 
® Imperforated Anus 
. Outside the waU : 0> Volvulus neonatosum. 

<2> irreducible congenital hernia (vol. 1). 

i . - 



. The commonest causes duodenal or small bowel atresia 40%, Hirschsprung's 
•• 30% and meconium ileus, volvulus neonatorum and other 30%. 



[B] Ad ynamic : Necrotizing Enterocolitis & Septicaemia. 



a pvinicaj p)Qmre : (.mi causes") 

<*> N <*«:\^\^fc^fcl^dt«wm fat ilio main symptoms. 
<& Colicky pam^Wwn by continuous crying & w^awmftCftfc\C8a. 
© Constipation &. Abdominal distension. 



Plain x-ray (erect) shows Multiple fluid level. 




It is a gcnernli?.cd 
■Mucoviscidosis". 

The terminal Ileum is obstructed by thick meconium. 

* CHfljpal PictUje : As General. 

* invesilgaiifiH; 

Plain abdominal X-ray : As General + 

ti show typical mottled "Ground "lass appearance" of meconium. 

* Jreaunent : 

[A] Conservative : 

Clearance of the meconium by installation of gasirogmphin per recttim under 
x-ray control, ihe gasirographin is a radio-opaque, hyper-osmolar (drawing 
fluid into the bowel lumen ) and contains an emulsifying agent (Twccn) which 
facilitates evacuation of the meconium. 

fBl Suraery : 

* Indications : CD Failure of clearance. 

0 Perforation of the bowel. 

♦ Techniques : © Entcrotomy and remove! of the inspissated meconium by die lavage. 

CD If there is gangrene resection and anastomosis. 

* POSt OfiexatlUS : Oral pancreatic enzymes are essential. 




The left colon is obstructed by a thick plug of meconium, during the I " 24 
hours, alter rectal examination or saline washout, a large grayish plug o 
followed by sticky meconium in a large amount are passed. 



cdenalAlrcsIa 



It is imperforation of the duodenum i.e. Atresia. 



It is usually affect the 2" d part of duodenum, it may be partial or « 



* ^ e |jSb^E!»«y£daX. : „ f ,h- .mmad) end proximal duodenum 

* Tre?tm.ejll: t>uodeno-jej> 





S'Sd^usinthemidffat 
* 9 fSot a t-oftnidgutp.cdi S po S e.ovo 1 vulu 3 

^! Jne which has a narrow attachment, 
^ In a cjgckvfe direction. The 
S -elude to superior n,esente nC 

vessels 7> ischaemic necrosis- 

. ■ 

* Clinical mWL> M & Reccalt d). 

■Bias eots-a, „ jssasrssf 1 

| HecrolKIns Enterocolitis^^ ^aarais 

^fSS^-^.rnu^perrecrun,. 

* ^^^SSof bM* -d p. M «» * — ta I 

waU M Pn« unUltosi5U,<i:St * 

* K^gg^ of gangrenous or perfbrated ^ 



Iar2c Bowel Obstruction 



Hirschsprung's 
(Aganglionic Megacolon) 

*_DBfinitior.: 

" ""ills dilatation and hypertrophy of colon, in flbafflBfi of 




It is one of the commonest cause ot 
in infancy. f mt > Female ) & < Familial 6%) 

* Aetiology: fuakuown] 

It is due to Failure of migration of 
plexus into The distal bowel 

* Pathogenesis : 

" ~TheIl t n S iio.iic segment lacks the normal peristatilic activity leading to 
obiamction -» progressive stngnatioo with dilatation & hypertrophy ol 
• proximal colon, ~ 

* Pathology : 

■ ll is mainly affect the Rectum & Anal Canal 



^N.B. : Sigmoid & whole colon is rare, 



■ It divided Into 3 segm ents 

s&y CD proximal dilated hypertrophied segment. 
© Transitional zone (1-5 cm) (conical). 
$ Spastic Aganglionic segment (collapsed) 




* enoiMi Kctura : ^ 

[Any uew b<fopr*«^tftN^^ 

be considered having Hlndwpnung'* disease until prove otherwise]. 

• Pmg^ve constipation aftei birth. 

(Motion every few days and only after Insertion of a finger or tube). 

• Progressive sWwninol distention. 

• Repealed attacks of Entcro-colitis with failure to gain weight - 
■ Signs : 

• Visible peristal asis with AudiMe intestinal 
of colon to terminate in the Lt. iliac fossa. 

• indMitable faecal mass felt in the Lt. iliac fossa. 



Ml Barium Enema : 

It will show 3 seyncni without preparation lo 
Avoid masking ihc changes of colonic caliber —5 

[21 Rectal Biopsy : 

Only a smail segment of mucosa & Submucosa 
is token to show absence of ganglionic cell m 

submucous Layer, 
[3] E xploration : [Fintestinal obstruction 




* Treatrnent : 



ThT m*m is to do complete excision of the Anionic segment folio 

a colo-rectal anastomosis ► 

m flfe ftf i ffiion needs good general 

condition & prepared colon, 
go preliminary Transverse colostomy is !_ 
performed to prepare the colon 
mechanically or chemically. 

fcUowed later by 2!f stage resection 
anssiomosis of the affected colonic 
segment. 



VVC 



edby 





Faecal incontinence 

# sefinftloi! : 

" " iteri eminence is defined as the mM\to to retain fee rectal contents . 



* Causes ; 

(1 ) Damage to »nnl sphincter: 

• Obstetrical trauma causing complete pennca. tear. - . 

1 — damaging them. 

( 3 ) Idi opath ic incontinence. 

(4) N^*™*Il_ f l iral diseases: 

W T^ral^orTumouKaffecang the 2- , 3 rt & 4* sacral nerves. 

• Diabetic neuropathy. 

* Assessment: «. 

— — . — — - 

— — 

<1 ' .^S^^cc, **. incnOncacc ,o tim only. flM. and fluid S .oo,s, or » 

solid stools as well. 



ItaiesOiiaJ Ob«lniction| 



• History of trauma, surgery or difficult labour, 
j • Sphincter p_ojrtroction. 

• Nejtfplogical assessment 

(2) Manometry : 

To detect rectal function, length of the anal sphincters, end ihcir strength. 

(3) Electromyography : 

Maps out the sphincters to detect silent areas. 

(4) Trans-anal ultrasound : 

Can accurately localize the site of sphincteric damage . 

* Treatment 

(A) Conse rvative treatment : 

• Constipating a g ents to thicken the stools. 

• Anal sphincters and pelvic floor exercises . 

• Evacuating the bowel completely, with a glycerine suppository in the morning. • 

IB) Surge ry: 

• Repair oFdividcel sphincters. 

• Rectonexv will restore continence to 50% of tliose having complete Rceistl Prolapse. 




Final 
Written 




CI22D 



• Give a n qccQ untog Aetiology, C/P, investigation & 
outline briefly the principle of Ut of the volvulus of 
sigmoid colon 

• Dtscttss C/P & Invesligatlons of acute Infantile 
Intussusception 

• Discus s Infantile Intussusception OP and 

frtvesiigntions. 
" Discuss volvulus of sigmoid colon 

^Discuss C/P & Management of Infantile 

Intussusception 

• Ofocms paralytic Ileus 



(30 Marks) 

(15 Marks) 

(15 Marks) ^X^** 
(10 Marks) 

(15 Marks) ^JS^jj 

• . * > 

(W Marks) 



2000 
2003 

2004 



• Discuss C/P, Treatment of volvulus of the sigmoid colon ( 10 Marks) ■ * 
* Discuss Infantile IntussusccpUorv — Merk > 

C/PAmanagemntofIlcoH:occaJlntussasccplion (Mmarks) J^jj* 




J. Type o/ffuscle 
2. Innervation 



External sphincter 1 



Autonomic 
llcsponsible ior suTuiined 
contraction closing anal canal, 
but has no role in voluntary 



Skeletal (voluntary) 
Somatic 



cerium jg — i — r 



Contracts voluntary only 
lo inhibit defaccation if 
surrounding conditions are 

un suitable. — 

Leads to incontinence. 



of fusion of : 1 invagination of the ectoderm). 





*• Anatomy • 

Arterial supply • 
ytmaa drainage : 
lymphatic dra>" a S e: 
Jverva supply ; 



_ Simple columnar. 

- Superior rectal artery. 

- Portal. 

- Pelvic, lumbar. 
. Autonomic. 



Below dentate Udc 
- Ectoderm - "pioctodacum 



. stratified squamous. 

. inferior rectal artery. 

_ Systemic 

- Inguinal. 

- Somatic. 



<r Pliysiolflgy : 

~a- PstbolOgy 

Cancer ; 
Piles: 




. Adc'nocartinoma- 
. Internal haemorhoidB. 



Squamous cell carcinoma. 
- External haemorrhoids. 




ssi 



iThe Anal Canal! 




ftno-Rec^lMalforBnaliiod 




Jhe upper ' /. of Anal Canal is derived from the 

distal part of hindguu 
The lovers i>fA*al Canal is derived fiom the 
prcctodacmn which i* invaginaiion of the Ectoderm. 
The 2 separated developed parts meet at the 
Dentfiie orpectinaic line. 





* Typos : 

Failure of rectum to pass through ihc 

CD A no-rectal Anenew : 

• Rectum : Shows A blind end above the level 
"of pclvie floor end usually has a fifflfeM 
conununicaiion with posterior urethra in 
Mat* or vsfiiaia in Female. 

• d&M£ffl&l '■ Hat pt ,Mcn1 * 

© Rectal A lrcsia : 

• £fk&&!. '■ Shows A blind end above the level 

of pelvic floor with fistulous formation. 

• Ana! Cfartgl : Normal but ends blindly at 
"ihe'ievei of pelvic floor. 

0 Cloaca : 

• Only with Female, 

TTb* : Bowel, Urinery and Genital tracts al! are. 
opaaedesacomrnon wide cavity. 

(B) Lfi^AnomaliaS-: < LfSS Common) 
G> Cf vaJ A .a'ia (Male) 

Tbc underlying anal canal is covered by a 
Bar of skin with a Track running forward to 
the penned raphe. 
a Die Anus (Female) 
The Anus is situated anteriorly and may 
open in the vulva & rarely in Ihc vagina. 



(C) lrtfanri ^adMe_Aaomall^S (Rare) 



® M*fnbrin nnf Anua : 

Anus is normally sMbty is covered with a thin 
membrane which bulges with ihe retained mechoniurn 
The membrane 




* Clinical^ Picture : 

~tha nfaanosls is easy, provided that the anus has been inspected 
T h% S^ esseniUlp^tof routine examination nfaay ncwl 



and 

ncw"borrL 



iixaJii* nBU n * » — — 

CTTg Minium present on the tip of penis this means Hffi defect <Ano- 
^ " ^ ictai Agenesis) with Recto-uiethral fistula 



* investigations : 

• 24 hours after birth with the ii 

marker on the Anus eg Coin , 
jbca A line is drown from the symphysis pubis to the cocyx. 



Bigfe Anomaly 

Puho-cocygcal Line- 
Pelvic 
Floor 




• IF the gas shadow in the Rectum is seen ffJ&SS £f 

"p, b o coccygeal line ihconomaly I. Low S e C (FIs. *»- 
■ Hut IP bclaw the line the anomaly in UM*<* («B- ®>; 




* Treatment : According to ^ 

Ta) 




Stage : Temporary Colostomy. 

• stage : Abdomino-ano-rcctol pull through, 

• ft stage: Closure of Colostomy. 




acal operation, as ESS&flBof skin bar 



[The Anal CuuU 





(Floaure In Ano) 



* Definj&ispn : 

" "rL gg tta ulcer in the long Axis (mid line) of the 
W^nd of aiial canal Le. below the dentate bW- 

* Incidence i a 

" f" ?c ^rior Fissure about 90% because less^ 
blood supply & Maximum * 
■ Anterior fissure IO B /c 



Anal Polyp 
Dentaiel-ine 



s^hronic 



ic Fissure 
Sentinel Pile* 




* Aetiology : 

" "tallage of Hard stool leading to over distention of anal canal. 
(2 E&cesjsjve strain during child birth. 
0) i3ra£2ins of mucosa by a prolapsed pile. 
© Following incorrect Haemorrhoidectomy. 
Q Following bad using of an Instrument e.g. Speculum. 
® p« fc Causes as Chnm's disease, 

* Pathology : 

"iTiTAimlTissure ** an acute M i mm *° ba e " ronic due J 0 . 1 *;. 

«Pm^ W of the un^lying spmncreroue to .mtat.on of exposed 

nerve endings in floor of fissure. 




(a) Continuos contamination from passing stools, 
(a) Progressive Inflammation turn it from superficial ulcer into deep 



ulcer. 



Acute Anal Fissure 



i Superficial ulcer with Unls iaflammadorj 
& oedema. 

i Spastic Internal sphincter. 
> Mobile base (no fibrosis). 
»r ^se:Hin cj_pjlc. — 



Chronic Anal TFIssure 



i Dccc ulcer with market', i 
& oedema. 

i Fibrosed internal sphincter, 
i Fixed bnsc (fibrosis), 
i .W.nel pile. 



• Itjs raised (Indurated) Skin tage. 

• li occurs due to oedema & spasm of the sphincter. 

• I t present Just below the fissure. 



* Complications : 

" Abscess, Fistula or Perianal Eczema with Pruritis am. 

* Cllnloal/lfture : 

" ^fSduring & after defecation especially if cons! _ 

lYtscharee ' Sliaht scio-sanginous discharge or Slight bright blood on stools. 
«»„ — ^ ; ^ micturaiion, l>ysmenonhca -etc. 



■The Anal Canal) 




■ Signs : 

/AJ Acute fissure is seen & not. felt with severe spasm of Anal sphincter. 
[B] Chronic fissure is seen & felt with Sentinel pile below. 

♦ : From Painful Anal Condition . 



© Prolapsed strangulated piles. 
© Pruritis Ani. 
d) Perianal Haemotoma. 



e.g CD Anal Fissure, 
©Anal Carcinoma 
*3> Pcri-anal suppuration. 
* Treatment; 

rThe Aim is to obtain complete relirxation of Internal spliincter] 
[A] 




_ '• (Mainly Conservative). 
<X> Relieve constipation by liquid Paraffin & Dieting. 
CD Local Anaesthesia ointment & Analgesics e.g LIgnocaIn 
<3> Warm baths after defecation for 1 5 minutes. 

IP all the above measures fulled . 

We must do Temporary paralysis of Internal sphincter to allow 
the fissure to heal 

Hiroueh digital dilatation under general Anaesthesia. 



|1] IP the Fissure is fnoti very chronic i-e. Early 

, [Closed lateral Internal SpMncterotoing] 

A \~s A operation is very successful. The Internal sphincter is divided 
\ ( £)— / at 3 O'clock position. This leads to relief of spasm & allow 
healing. 

12] JF the Fissure very chronic i.e. Late 

[neurectomy <& Posterior Internal SpbJUicterotoni|| j 

operation through excision of the Fissure, Polyp & 
sentinel pUe + division of internal sphincter 

(posteriorly) 




[IE] [I Haemorrhoids (piles) ll 

"Inlroducl/on 



Nurmallv. the Tennlnal branches of the superior rectal • 
vessels (Portal) form a sort of vascular plexus with 
middle & Inferior rectal vessels (Systemic) beneath the 
epithelial lining of anal canal called 
'^a^ CiishJong** which arranged at 3, 7, 11 O'clock positions 

Any congestion, Enlargment & prolapse of this Custions will constitutepilcs. 

(a) Internal piles - Above Dentate line & covered by mucosa . 

(b) External piles - Pelow dentate line A covered by sjrja. 

(c) fotero-external piles. 




I The Anal Canal] 



mucus mcmb. 




(A) ( Internal Piles 

* Aetiology : 

[A] Primary Piles : Predisposed by : 

© Genetic : Congenital weak mesenchyme. 
© Sphincter relaxation due to loss of tone as in old Age. 

0) Anatomical Factor* *Q 

(a) The dependency with absence of valves 
of the tributaries of superior rectal vein. 

(b) The veins by in lax submucosa & can 
be easily compressed by stool. 

(c) The veins are com 

the muscle coat 
fBl Secondary piles : 

CD Pregnancy : Raised Intra-abdominal pressure and laxing effect of the 
Progesterone. 

© Pelvic Tumart : Especially Rectal carcinoma {It should be excluded m any 
patient > 40 years with bleeding per rectum with evident piles. 
<3> Portal Hypertension -: Leading to Anc-rectaj varices. 

* Path (Stogy : [ 4 Degrees J 

! a only diagnosed by Proctoscopy. 

$T) ff» ■ Tbc piles prolapse only during defecation, but they arc 

• spontaneously reduced at the end of the act. 

EL 9. jG&jHM - The piles prolapse? dining defection, & the patient has to 
^ » reduce it manually. 

• MUfam T^re is permanent prolapse of piles. 

* Clinical K*?? : 

■ Symptoms : 

• Hleedig per-rectum : Bright red. At 1". noticed at Toilet paper after 

defecation, later on becomes protuse. 

• Prolapse (swelling) & Anal Discharge . 

• Pain is absent except if complicated (The patient use the ward pain to 

■ Siona : mean "I don't like if) 

» Inspec tion : for Perianal area for prolapse & Skin tags. .. 

• Palpation MflJ reveal the presence of piles unless they are thrombosed. 

" Also to exclude Rectal carcinoma. 

• $SS5fP&&&y will reveals the piles & Sigmoidoscopy with old patient to 



Anus 




* CompHciaitfoiis : 

" "y ^imm rect»mt dually mild, moderate or severe Leading to Anemia. 
©Piolajwe of piles. 

(2> Strangulau° n of prolap 560 * P Qcs 
® Thrombosis or ulceration following stagnation, 
ffi Goncrene if tight strangulation. 

© Supp^ation Ifhfected piles leading to porta] pyaemm. 



(A) If prlmgM y . p"a s: 

V i* &2 <D Conservauve. 

or© Injection Sclerotherapy. 

orCD Rubber band ligation. 

or® Cryosurgery. 

or<5> Photocoagulation. 
* 3 rd & 4 th degree : Surgery is Recommended. 

(B j If « A conda rvpilos : Treatment of the cause. 




a. Light non-irritant dtet. 

b Small doses of laxatives. . 

C.' Venous Creams & Suppositories containing Decongestants *=-g- proctocedyl 

<siiiif^^^'vrptfigragM= 

■ The Aim i Injection of irritant material produce thrombosis which Stan 
" ■ ' the bloeding & pre vent , prolaps by fibrosis. 

. rk , method ; 5-20% Phenol in almond oil injected above dentate line. 

About 3-5cc are injected 
one each lime is injected at ens week Interval. 

/ s.B : NO Need for Anaesthesia because injeciion is above \ 
I dentate line (Non acnainvc area). y 

. rteswnmtom © «*|- « B ^? ue to **** 

— — ^ <Z> Submucous Abscess. 

0> £uiu I r injected too low or loo deep in Internal 
sphincter. 



0> 



BanouV 

*S^Trfea to place aright elastic rubber band around the pedicle of the 
jSZ, leadinfto betaemU. Necrosis & ScpamUon later on 



is to apply a liquid nitrogen (- 196 °C) causes Coaguktmg 
X ^ Jj1 ^ Jta which separates later. B||l the .sKssdvMMl * that patient 
has prolonged mucous discharge. 



1 1 lie Inat Canal] 

■ — ■ li ^f 



^PhBTfvcnaqmamin: 

The Idea is to give itifra-red pholo-coagulalioD at <100 °C ) which cause 
coagulate necrosis. 

* Surgical treatment ; If 3* & 4* degree. 
Wedo 



Prolapsed Strangulated piles 



* It ia-yerv Dangerous because act as source of portal pyaemia. 

* Treatment: A. If Farly Diagnosed 

surgical Intervention with strong Antibiotics. 
B. If Delayed Diagnosed 

Conservative measures including Rest in bed with foot of bed is 
raised to t VR, Antibiotics, Analgesics, Laxatives & 
Lead Subacetale Lotion to 4- oedema. 
Sum* Surgeons: Perform maximal anal dilatation under anesthesia to relieve 
\" Sphincteric spasm. . 



Thrombosed external hemorrhoid 
| Perianal HaeuatoiM ] 



: It is a small clot 
occurring in the perianal 
subcutaneous connective tissue. 

* f liplPQJf : It is due to back pressure 
on an anal venule as a result of 
straining al stool, coughing or 
lifting a heavy weight. 

*£lipi£aLPicU*rc_: 

■ Svmptoma : the condition 

appears suddenly and 
is very painful, 

■ SifflU i Tense, tender bluish 

swelling covered with 
smooth shining skin. 

* Ffttfi : Untreated it may resolve, 

suppurate, fibrose or burst. 

* Jl&SMPOJ :' Under local snesthesia, the hemorrhoid is bisected Sc- the two halves 

are excised with a small portion of adjacent skin so as to leave a pear 
shaped wound, which is left open to granulate. 





~ Ether lry or 2ry*o 

* 

i- i ry Ano-^ cTal Abscess: 

■ »u«A° infectioftof the anal glands or 2ry to infected skin. 

■ Pathology 

• Infection of these glands by Gram-ve bacilli 

leads to formation of an toter- 

sphinctcric abscess which may spread. t> 
rfi Downward Peri-anal Abscess. 
© Out-wards -> Ischeo-rcctal Abscess, 
(j inwards ■> Submucous Abscess. 
® Upwards -> High Inter-sphlncteric Abscess 

• In the majority of these abscess, there is an 
inner opening in the anal canal and drainage 
of the abscess usually followed by 8 fistula. 

2 2rv An p, -"^ 1fll Abscess: May developed ^ 

"© inflammatory bowel disease as in Crohn's disease 
- ©Specific Infection as T3. 

® Ano-reetal carcinoma. ' _ 

® Infection of Peri-anal Haematoma or thrombosed piles. 

* Classification: 

O £r£r*l7«0%> The Abscess lies subcutancously adjacent to the anal orifice. 
©PenailS \ > ^ p ^ & Toxic symptoms a« noi marked. 

O i^^W-) indura(cd( Xendcr swcll . g fiUmg the ischeo- 

SaT^ce. I^c^oaa one marked to Ttobbrng pain. Lf 
• involve the other side it will lead to < Ho rse shoe ) abscess. 

O ^TSyf^^ acosli ^ dcnUte |ine . -n, e patienl to sev e re pain ft 
Fever gut nothing is seaoufcldeth* anal verge.P/R reveals tende, 
hoggy swelling- 

*^^ t SaUy a pelvic abscess 2ry to Appendicitis ■ Salpingitis or 
Diverticulitis. It is localized above the levators ani muscle. 

* Treatment: Don't wait for fluctuation 

" T.r ^Surafc M nralnoqe under general Anaescthia. 



e Anal CaualJ 



* Definition 

~ ^m-.l.tin. Track opened between the skin of perianal region & 
— the cavity of (he anal canal or rectum. 

* Aetiology ji 

Anal gland act as reservoir lor infection- 
. presence of Int. opening allows recurrent activation of infection. 
# f*i Associated specific pathology such as crhon*s, T.B etc. . .. 

Fecal material may, act as foreign body. 

* ainIoaljl«turei 

- mZ^oFaxi abscess followed by purulent discharge - 

■ Inspection: one or more .External jen-aaal opening 

■ Pahation: Tender 'ndurate CQftl undcr 

* Glasslfieacions s 

"^g^S^: Have theirlnt o^g^^ rin fr 



niuoodsairsjlyli: 77 

All Fistulae behin d the transverse anal line open by 
a common int. opening (posteriorly) in the puddle 
line &l curved Tracks 

While each ext. opening in the Anterior aspect has 
ifs owen int. opening & the track is straight 

Almost all anal fistulas have their opening at the 
level of the dentate line of the anal canal 
communicating to an Intcr-sphicteric abscess 

cavity. 



© Infpr-sphincterlc F 

It passes between 



: (70%) 

* & External sphincter 



© T r^.^Dhinctericfistuia : (25%) 

iTpSies Through both Internal & External 

sphincters. 

0> Snnra- fiphincterlc Fistula : (4%) 

— H passes upwards along the intei-splunctcnc plane 
thga laterally to above the ano-rectal ring to enter 
the 





[The An al Caualj 



enhincter and passes through the Ischeo-rectol 
£TS -S* S P-i-anal skin. It extends up 
trough the levator ani to the rectal W*u. 

[A ] Proctoscopy may show Int-opening of the Fistula 

[B] n/vin poscoD y 4- Ba. Enema: may be needed to exclude 
an under lying specific cause. 

* Treatment; 

in r»« «--sphmcttric : Watntotomv. -open 
1 1 Ju^etteihen left open to heal by - 




m TLJI n" - r ™ = ±^pr T^«*^ Tr ^ } n division of the lower part 
121 EaSS ^ffl^^^ I superficial part of External sphincter. 

ni g„ ,,,-n- snhinctgricj_ 2 Stages 

♦ /* ^#:Deroof3ie lower part of the Inter-sphinctenc component. 

• 2* stage ; Excision of the remaining track 

Ml F- ^""fa«*eric 8 ?roximal c *> !o5tomv & fistulo,ora y then thC 

1 1 *- underlying cause. 



[yf] |jPilonlflal Sinus | 



* DeTibiitl*" 8 

"Lmmon minor condition of skin overlying sacrum Tnere is a S.C granulating 
Cavity Cqnuimng Hair & connected to skin by midline opening. . 

♦jftctiojogyj 2 Theories 
(AjConfleoiiaJJ 



!E3i 



fM AcqinrodTJieorv: ( More Accepted ) 

vB) to se Hairs fromh ead & back gravitate to the skin ovei r the sacrum and 
Coccyx ■> pressure form silting or bad hygiene •» Hair drawn through the 
Skin to accumulate in S.C Tissue with debris & organism. 

itiont : 



" "^ung adult males with dense, dark & strong hair. 

m§ ^^^ ^P^^ or usually present with discharge or acute 
abscess or pilonidal sinus if improperly treated. 



Signs : 



The discharge ac midline and lateral openings are seen. Sometimes with loose 
hair comes out of them. 



* D.D. : Perianal Abscess & Fistula. 

^ Pilonidal Abscess: £ 

Incision & J3rainage of pus. 
(B) Pilonidal Sinus : 2 Options ^ 

<S> Opening the resulting wound is allowed to heal by 2ry intention. 
<2> Localized excision of the cavity and side Tracks. The wound may be left 
open to granulate or is closcii by sutures. 




* Path flip ay : 

• Upper 1/2 4 Adenocarcinoma. 

» Lower 1/2 Squamous cell carcinoma or Dasal cell carcinoma. 

■ Direct : e.g. Rectum. 

■ Blood ; as cancer lower pan rectum. 

■ Lymphatics : • Upper 1/2 -» as Rectum. 

• Lower 1/3 4 inguinal L.Ns. 

* ClfDMIPtniure: 

■ Symptoms : ® Perianal pain with defecation. 

G> Bleeding per rectum. 

■ Stem : CD Inguinal L.Ns (Hard & Not Tender). 



ionofiiifiiiinal L.Ns. 



■ Operable ■» A.P resection ± block * 

■ Wrable -> Radiotherapy. 




QUO • Disciisi Imperforated Anus 

I J 993 I • Discuss Fistula in Ano 

, v - "' ! ' "■ 
L2002 . !■ 




(15 Marks) 
(10 Marks) 



[2003 ]} » Discuss Painfui perianal condition. 
• Discuss Pilonidal sinus. 



(9 Mark) 
(9 Mark) 



* AetioBogy : 

" "rAl Clossd : © Dir«* TVflK/na : Blunt Trauma e.g. Car Accident. 
Qfcdlrecffrauma: Fracture Ribs. 
© Spontaneous Rupture : £are with 



organs 



[Bl Opened : G> Gunshot wounds. 

0> Punctured cue to stabbing. 
O Operative Trauma. 

* GIlnicaB Picture : 

- J } ~ ofTr^m^ To Upper Abdomen or Lower Chest followed by on 

i abdominal pain ± shoc^. 

[B] EaaeMJiM • MfiSLreveals sjotf of Internal Hge and shock + 



Extern^] Tiaoma as bruises. 




For Example "Rupture Spleen; 



" ^^Ke 1 Haemorrhage with sudden death due to tearing of Splenic 

vessels or Complete Avulsion of Splenic ped.cle. 
■ Q^SMQSLhS3.' It passes in 3St»£« ^ 



<D Sta ge of Shock : i.e. II(J| 

• Weak rapid pulse St Tachypnea (Air Hunger). 

• Hypo tension & Hyj>mhermia. 

• pallor & Cold Extremities. 

© Sta pe of Recovery from Shock i.e.liici<J Interval 

Due ta Temporary arrest of bleeding from Hypotension. 

® Sta ge of Intern al Haemorrhage, i.e. ~-„- ^ 

"puet. rise again of the blood pressure after Resuscitation. 

^ T fff & Riaid jtYoverthe Lt hypochondrium then becomes 

all overtbe Abdomen with ShiffiflUMnea- 
mi Bala nce's sign : SiuSina Dullness or. Rt. side from the free 
1 blooding peritoneum & Eissd Dullness on the U side 

due to blood clots Sl Retro-peritoneal haematoma. 
[q Kehr f * Sign : Referred pain to Lt. shoulder from diaphragmatic 
irritation especially with Xg^kPfe"^ position. 

i 

"■ E f^m^l^ock is followed by a long lucid interval up to 1 5 days, 
iTM which the patient presents with features of Internal Haemorrhage]. 



n»u te to is due to **> 

[11 FonnaUon of Subcapsular Hat-m a toma winch may be 
m Tftf greater Omentum seals the splenic iear then retracts later on. 
(31 fUaad t7ofa seals the tear then retracts later on. 



[11 Jr-rav : (upper Abdomen & Lower chest). 
[2| ^CTrfifft; (Abdomen) Diagnostic. 

HI Abilo ifii""' paracentesis : "D.P.L" 



* Treatment 

W 

m Anaesthesia : General Anaesthesia. 
* Position : Supine position 



: Efl. Transfusion, worroth, morphia etc ... 



m : Midline incision from xiphisicrmim to 
symphysis pubis. 
Steps : 

• Expioj$ipji....pf..ji^ 

"starting with solid organs, any escaping 
bowel contents denote hollow viscus injury. 

• IjUUn?d.or&ans : are dell wiih as follows 



|1] Spleen : Splenectomy 




especially in children as it plays an 




important 



ffi Sutures of Small Iterations or Tears i.e. Splenorrhaphy. 
@ Partial Splenectomy : If avulscd one pole. 

® Auto-Transplantation of splenic frO&nentS i Which is wrapped by 
omentum this may help if depulped. 

N.B. : Vngumocoec u) Ami-TwlM tPneumovax) : 

Should be given in young adult up to 18 years after Splenectomy. 



121 Liver : 

" 11 tf. priority is fo r the Aneat of bleeding" 



SO ) We ..V<^roI the Uver.Hnemo.. I. age by a combination of Temporary pacfr ina. of 




,hc bleeding area & Application of the :M"9!&.^M«£- which is 
anplicaiion of a Vascular cli.np to the free border of lesser omentum or 
Sing it between 2 fingers, to occlude the hepatic artery & portal vein for 20 
minutes. 




lAbrtondnal Injuries] 



T!hQn J [There nre 3 Possibility! ^ 



Ti-heTsirisA^., « « repaired by " ' 

WU= supported by a pad or peritoneum. 

. . T- tK^ npcrotic devitalized tissue, TO 

or <* E Bg^^ H»~ ^^^^gS fen 
^iaOC BBSCCflOO-theji Dramage of peritoneal Cavity 10 i~ 

gf^h^lacis A£. are prescribed. 
[31 ^eSenteTH t Tear is sutured. 

ThTdamaged pari is excised & the defect b closed. 

"IS----"-'-* 

[6] Pangeas : Tear is sutured. 
If the Tail is injuried 4 Distal Pnncn 
the duct is done. 



ny with Ligation of distal end of 




[8] t^ejntestine : (Colon) 

• Rt. colon : As small Intestine. 

. M<r* * I'- = ^ COlOSt ° my ' 

[9] GaH_b!adMe? : ^o^y^ 0 ™* 

[10] Common^.^ * Tear is suture on TM"J>£. 

{I \] Kidngtf* Tear is sutured. 



Is Rood. 



good. 

< 1 2) ■irinam Madder S Tear is sutured. 
W iih Supra-pubwTobe for 7-10 days 
lo keep the bladder empty. 
■ aosure : The Abdomen is closed over filSffl!* 




— 




* Dcfiniiloii: 

Acute Abdomen is any abdominal pain requiring urgent relief. 

* Clarification lof causes: 

[A] According to the mode of presentation : 

(DColics .• Inestinai Appendicular and Biliary . 

{l)Inflamaiion : Appendicitis, Cholecystitis, Pancreatitis, Diverticulitis, as Meckel's 
diverticulitis. 

(3) Perforations ; Perforated appendix, Peptic ulcer, Gall bladder, Diverticulum, and 

typhoid ulcer of the small bowel. 
{4)fntestinat obstruction; Simple, Strangulation, and Paralytic ileus. 

* 

[BJ According to the causes: 

(1 J Acute perforated peptic ulcer. 
(2)Acute Cholecystitis. 
0)Aaite Pancreatitis. 

(4) Acute Appendicitis. 

(5) Acute Diverticulitis. 
(O)Iiitcsiiiiai Obslruction. 
(7) Mesenteric Vascular Occlusion. 

O) U r Jih'&i c JiL Cpi'ffi -' 

"{ I ) l" a leuli "ofiin i mry Tract. 
(^Jlnllommntion of urinnry iract. 

(4) Gxnecoto&tetQutgffjt',- 
\ I ) Mid mer.estrual pain. 

(2) Dysmenorrhea. 
PlR upiure ovarian cyst. 
MlTwistoi ovarian cyst. 
(5 } Tubal abonion. 

(6) Rupture ectopic pregnancy. 

(7) Ptflvic InPammatory disease (HID). 

(5) MxrXstJ&n: 
(l)liasal pneumonia* Pleurisy. 
(^Myocardial Infarction. 

(3) Severe gastritis & duodenilis. 
t4)llcpati(is 

(5H>iabclic ketoacidosis. 

(4) Uraemia. 
|7)llaemolyrlC crisis. 




lACVUAbdMlftUl 



[C] a^^nfrflnfi to site: 

(1) fjeper abtiomhyif: 

'♦ Perforated peptic ulcer. 
. Acute cholecystitis end biliary colic 

• Acute pancreatitis. 

(2) Mid-fbdomiQQl: 

• Intestinal obstrucuon. 

O) RtJower^gjfdgnittV 
' V Acute Appendicitis. 

• Meckel's diverticulitis. 

• Torsion undescended testis. 

(4) LtJonerjihdouieV 

'm Colonic diverticulitis. 

• Colitis 

• T orsion undescended testis. 

(5) PMc: 

• Pelvic inflammatory disease. (HID). 

• Complicated ovarian cyst. 

. Rupture Ectopic pregnancy. 

(6) *Jl<lomjL<atcinA back fain; 

• Acute pancreatitis 

» Rupture Aortic Abdominal Aneurysm. 

• Posterior duodenal nicer penetrating pancreas. 



DD nf Acute Abdonen : 

[A] History: 

* '^'Neonate fcg Neonatal Jrtesiinal Obstruction. . 

- Child e.g Strangulated Hernia. 

- Adult e.g Appendicitis, Cholecystitis, Peptic nicer ... etc. 

- Olii age e.g Turner, lshaemic colitis ... etc. 

* Female think about Ectopic pregnancy, Rupture ovarian cyst, .... etc. 
Examples ; 




The most Common Cousqs are: 

(1) Acute perforated peptic ulcer. 

(2) Acute Cholecystitis 

(3) Acute pancreatitis. 

(4) Acute Appendicitis. 

(5) Intestinal obstruction 



(6) Acute Diverticulitis 

(7) Rupture ovarian cyst 

(8) Torsion of ovarinn cy 

(9) Pelvic inflammatory disease 
i Rupture ectopic pregnancy 



I Acuta AfidomeD I ■ & 98 




- 



History of ulcer in (80%), sudden onset of severe agonising pain in the epigastrium. 



(2) Acjite Cholecystitis: 

History of pain at Rt. Hypochondrium & radiated to Rt, shoulder with fever., Headach, 
Malaise & Anorexia. 

(3) Acu_to.Pajicreatitis: 

History of Gall stones or Alcohol drinks, with severe agonizing pain at epigasihum & 
radiated to back, f on flat position & ^ on leaning forwards. 

(4} Acute Ajgwndjclfls: 
. History of pain around umbilicus, shifted to Rt. Iliac, fossa with nausia or vomiting. 

(5| Intestirjai Obstruction: 

History of Absolute constipation. Colics Distention &. Vomiting. 

(S) AcuJeLPjyorticjjiitjs: 

History of colitky pain at sigmoid colon of old constipated patient i.e. Uiverticulosis 
coli. Or History of colicy pain similar to Acute appendicitis i.e. Meckl's diverticulitis. 

(7) Rujrture pyarjan_cyst: 

History of severe lo wer abdominal pain iendeness & gitrding with no toxaemia. 

(8 ) Torsionof jwanan cyst: 

History of severe tower lateral abdominal pain with palpable adnexal mass. 

History of sever lower abdominal pain with high toxaemia suspected with female in 
the reproductive period. IUD increases the possibility. 

(1 0) Rujrturs Ectajatep/ejinancy: 

History of sever lower abdominal pain with patient with High risk factors as 
Salpingitis, Tubal ligation, Tubal repair or I.U.D. 

[B] General Examination : 

• Dehydration . 

• Shock. 

• + Toxaemia 



[AcutBAAdomaa] 




ominan Examination : 



(Inspection, Palpation, Percussion, Auscultation, PR & PV) especially for^v 

1- Murphy's sign = Cholecystitis 

2- Tenderness & Guarding - Peritonitis 
3r Tender McBurny's = Appendicitis 

4- Pointing sign by asking the patient to point of maximum pain 

fPI Investigations 

/]/ Laboratory ; 

- Lecuocytosis (Inflammation) 

- Urine Analysis 

- Serum Amylase (Pancreatitis) 

- Serum Electrolytes. 

12/ Radiological 

i.e Rote of Radiology in Acute Abdomen 

* Examples: 

- Perforated vcptic ulcer or cut: Free air under diaphragm 

- Intes tinal Obstruction: Multiple Fluid levels, distended bowels 

- Urfifopjcai Causes? : Caiculi is seen in 80% of cases. 

- Rvumre Spleen: loss of psoas shadow + fracture rib, obliterated 

splenic outline. Indentation of gastric air bubble. 

[3/ Ultrasonography : 

i.e Role ofU/S in Acute Abdomen 

* Examples: 

- Acute Cholecys titis: Seen enlarged, thick wall (oedema, thick 

bile (mud), calculi if present is seen in 96% of cases. 

- Free fluid (Internal haemorrhage, peritonitis). 

- Acute. Pancreatitis, Abs c ess or Pseudocyst 

- Ruptu re li ver or spleen fhaematorna 1 ). 

- Intestinal Obstruction (distended bowels with fluid and gas, free fluid 

If perforation occurs) 

- Ur eteric Coticj xX may shew back pressure on the kidney. Renal stones 

+ ureteric stones). 

- Gynaecological conditio ns'- Ectopic pregnancy, Ruptured 

ovarian cyst. 





(liy HaeittateiResis 





* Definition : 

— — — — _ ... , . . , .„ Wfl ~f Darlc red in colour. Ac:mc in reaction, 

* Causes dfjlaematemes^s 

ihn^lvduTi "esTon ^veduodeno-jiijenal junction. 
VlSSW pension purpura or Hypoprothrcnbmaenuo. 

[U]lmi^2* ^^^sophigcal Varices. 

© Oesophageal Carcinoma. 
©OcsophagiusC^toHionorRefliix). 

@ F.D. Impacted. 

© Mallary weiss syndrome. 
iGaKfro-du ^nat Causes) 

© Chronic Peptic Ulcer. 

GJ Gastric Carcinoma. 

0) Acute Gastric Erosions. 
Tn Egypt : rk» Common '" 3 caujgJ argj ^ 
(0 Oesophageal Varices 50%. 
© Chronic Peptic Ulcer. 
<3t Acute Gastric Erosion. 

* Diagnosis : 



Preceded hv 

followed bv 
The Blood : 



naematemcsis 



GIT Troubles. 
Vomiting. 



Dark Red, Acidic wilh 

fnnrl pOTtlclCS. 



Haenioprsis 



• Gh«st Troubles. 

• Cough. 

• Blood stained Spurum. 
. Bright R=d. AlKaHns 

with frothy sputum.. 




mcediagXncei 



Dyspepsia relieved By 
Antacids . 
+-ve Ulcer. 
Norma l. Pressure. 

Ho Effect. 



lilcediiij Va ricg S_ 



• Liver Cirrhosis & 
Hepatosplenorncgaly. 

• j~ye Varices. 

• nigh Pressure. 

• Control Bleedjr 



* Management : 

Invpythflfigr^ t** fQf 

[A] Oesophageal varices * tB*£ Portal H^«M Chapter 3 ) 

[B] Chronic pepcic ulcer -» Lcokjbr. Siomach.( Chapter 2 ) 



* Management of acute upper mceding : 

(1) Estimation of severity of bleeding and resuscitation. 

(2) Localization of the site and cause of bleeding. 

(3) Treatment of specitlc lesions. 




(1) gstimatlgJ] of sev erity o f bleeding ai 

(Endotracheal intubation shonlti be eomufered to nvahi Aspiration pneumonia) ' 

1- Admit lo hospital.. 

2- Insert 2 peripheral venous lines and willtdiaw blood tor cross-matching . 
It A central venous is needed for monitoring of severs cases. 

4- Insetl n Foley catheter. Urine output is the besl monitor of tissue perfusion. 

5- A Naso-giistric tube Is iosened for all cases. 

6- If the patient is Irritable give. 5-1 ft mg Morphia IV to sedate him, but com vindicated 
in cases of liver insufficiency. 

7- Ringer's lactate ore started until blood available. 

8- Correct coagulopathy by l-V vit. K. 

(2) Localization of the site and cau se of bleeding: 

■ History : 

• Previous attacks and their management. 

• Hepatitis and Shistosomiasis. 

• Meditations* particularly NSAIDS. 

• Peptic ulcer symptoms. 

■ Examination ; 

9 Splenomegaly. Ascites, Nodulai Liver. 

a Laboratory lex/? : 

. Hg% and hacrnaiocril value 

• LjvejLfuncth^iests will be distuibed in patient with cirrhosis and ot 
md creatinine. 





oesophageal varices. 



is the most important test. It should be performed as early as possible Once 
the patient has been resuscitated. The procedure is done under a mild sedative as 
diazepam. 

g fr&ttB ftadio'jrtiiiJtv is loosing because ii is Isss. SCCUCAJe than Endoscopy. 
In difficult situation where radiology or endoscopy fails lo diagnose the lesion. 



(3) Treatment of s pacific. 

. Bleeding oesophageal varices (Cfcflpter 3}. 
• Bleeding peptic ulcers (Chapter 2). 



* Definition 




Fassagc of blood per rectum maybe ^ 



® Occult bleeding pcr-rctlum. 
Q) Melena. 

CD Fresh bleeding per-xectum |Haematocheixia|. 
* Types and Aetiology : 
CD fl ccult breedin g per-rectum : 

» It means passage of small microscopic quantity of blood in stools that can 
not be detected by gross appearance. 

■ [r dlapitfxed chemically only, as by "BeuMdiflC Tear 

■ Aetiology : may be any cause of Int. Haemorrhage. 

© Melens : 

■ It means black tarry stools from lesion above Ileo-caecal valve. 

■ h must beta differentiated from patient which ingest iion, charcoal or who 



AJ General Causes : 

Thrombocytopenia, Purpura, Vit. K deficiency etc- . 

B) local causes : 

<^ Anal CMi.jlCyujies : 

• Piles. (The commonest casse) 

• Anal fissure. 

. Anal Carcinoma 



treated by Bismuth. 



■ Aetiology : All causes of HaemaTernesis 
+ 0) Meckle's diverticulum. 



Q> Chron's disease. 

Q> Bleeding Typhoid ulcer. 






: <D Amoebic or Bacillary desentery. 
<2> Bilharzial colitis. 
©Ulcerative colitis. 



• KoJCT/to'' : Ischaemia colitis. 

• Diverticular disease of colon. 




• At 



: malformation of colon. 



[A] Bleeding + Pain: 

il may be 0) Anal Fissure 

or <2> Anal Carcinoma. 

[B] Bleeding +£4o pain: 

CD DIood mixed with stool ■ Cancer Colon. 
© Blood Streaked on scool = Cancer Rectum. 
(3> Blood after defecation = Piles 

® Blood & mucous - (Ulcerative & Bilharzial) CoJitis 
<3> Blood alone = Diverticulitis Coli. 
<S> Mela en a ■ Pcpic ulceration. 

* Management : 

[A] History ; 

Including all symptomcs of upper & lower G.l.T. 
Taking in your consideration the follow ing^ 
'Ages 

• W&jPM(*Sj&d*W&!?'.fi'& Juvenile polyps, Mickles Diverticulum. 

• d&tfU e-S Pi'e s ° r Anal fissure 

• QMage.\p.Q Malignancy 
'" Examples: 

f- Anal Fissure: 

Painful bleeding, bright red 8l pain lasting long after passing stool. 
2- Canc&r (Co/ofi.* 

Recent change in bowel habits (progressive canstipation not respond 

purgative) & Blood mixed wiih stool. 

Sense of Incomplete defecation with Blood streamed an stool 

* , 

4- mm 

Blood after defecation at toilet paper 

Bilharzial or Ulcerative 

Predisposed usually with constipation. 



(BleeiUug iier-Hctluin] 




IB1 General Fxaminatinn' Pniior + Shock 

fCI Local Examination : P/R for (Piles, Fissure, Polypes) 

[PI investigations : 

/// Laboratory: 

Stool analysis (rtilbaiziasis, Amoebiasis), Hematocrit and lull blood picture 

f2f Radhtttftyr 

" Abdominal tl/S: for liver, ascites, masses. 
* Trans-rectal U/S; for small lesions 

{31 Instruments: 

* Endoscopies (the most important investigations). 

* Proctoscopy, Sigmoidoscopy or Colonscopy). 

!4} Exploration: 

* Laparoscopic or open Laparotomy are the last investigations after failure 

or all previous investigations. 

[E] Treatment : 

- In 90% of the cases, the conservative measures stop bleeding and 

elective surgical treatment according to the 
cavsss is carried out 



" In 10% of the cases, die bleeding is massive or continued 53 one of 

the followings may be done: 
1-T/i crape uric Colonoscopy: Polypectomy, Electrocoagulation 

(Diathermy or LASER) or Injection of 
vasopressors, or hmbolisation. 
2- Surgery; (a) Se gmental resection of the bleeding site if 
the source of bleeding is clearly identified. 

(b) Subtotal or Total colectomy if the source of bleeding 
is not clearly identified. 




U28!i * Discuss the causes oflFaematemesis 



(10 Marks) 

fflli # BIatoU*r-recium (Differential diagnosis) (1S MarksJ 

•Discuss Diagnosis & ttt of Acute rlaematemesis n* M „JJ « 
• Discuss Acute Appendicitis (symptoms) & DD f Marks) 

, of Acute Abdomen. (20 Marks) 

U22D» Discuss causes & Investigations of fresh bleeding non rectum (10 Marks) 

200j| »_Dfofli5i [3D A management of Haeinatcmsi* ^r^^V 



(20 marks ) 





DD of Abdominal Swellin 




(1) | Right H 

[I] A Mnimnal wall «*»SCS I 

eg. Lipoma, 

[II] Ttitra-abdnm inal masses : 

Oliver : ♦ LffiEfJfesd raass due t0 * 

1. Amoebic liver Abscess. 

2. Hydatid cyst 

3. lry carcinoma e.g. Hepatoma. 

4. 2ry deposites of liver. 

1. Bilharzial liver fibrosis (the commonest). 

2. Hepatitis. 

3. Obstructive jaundice. 

4. Congestive liver due to heart failure. 

0 Gall bladder : 

1 . Mucocele or pyocclc (Empyema). 

2. Perichdecystitic mass. 

3. Carcinoma of gall bladder. 

4. Palpable according to Courvoisicr law. 

® Rl. kidney & Rt, supra-renal gland : 

1. Hydronephrosis. 

2. Polycystic kidney. 

3. Renal tumors. 

4. Supra-renal mass (Rare). 

® Colon : (Hepatic Gesture) 
As carcinoma. 



<P Retro-peritoneal masses , 



[T fie commonpsi.: Oall bladder mass and Hepatome 



(2) Left Hypochondrial Swellings 



(1] Abdominal wall masses : 

e.g. Lipoma, Abscess, Fibrosarcoma of muscles ... etc 

[HI Tnt^ ^ KH " mir,il1 wellin ps "'"sac* : 
0 Spleen : Causes of splenomegaly. 




I Hi) of Abdominal swellings ] 



&JJ, kidney & It. supra-renal gland : ' 

1. Hydioncphrows. 

2. Polycystic kidney. 

3. Renal rumors. 

4. Supra-renal mass (Rare). 

6) Colon ; (Splenic Flexure) As Carcinoma. 
cD Retro-Peritoneal masses. 



iTh^ciaiinim^sL: Splenomegaly and Renal mass 



(3) I Epigastric~Swellings 



rj| Abdominal wall masses : As before 4 Epigastric hernia 
ID] Tnfra-ubdnminQl masses : 

0 Stomach : Pyloric obstruction or cancer. 

0Lt. lobe tiyer: Tumor or cyst. 

W Transverse colon : Carcinoma or Intussusception. 

® Pancreas ; Canccr-hcad pancreas or pseudo-pancreatic cyst 

& Aorta : Aneurysm or para-aortic L.Ns. 




(4) | Lumbar Swellings | 

ffl Abdominal wall masses : As before + lumbar hernia. 

ffl| Intra-abdominal masses : 
© Colon. 
<2> Kidney. 

© Extending from neighboring recions liver & spleen. 
© Retro-peritoneal. 



(5) || Umbilical Swellings^ 



[IJ Abdominal wall masses : 

As before ■+• Hernia, Malignant nodules, desmoid tumor or 

haematoma of rectus slieath. 
(II] Intra-abdominal masses : CD Transversa colon. 

© Tabes mcscntcrica. 
<5> Mesenteric cyst. 
® Retroperitoneal. 



0 



(6) |Supr a-pubic Swellings| 



PI 



: As before + urachal cyst. 



[Ifj Iiitra-al>rfninin;ii masses : 

O Urinary bladder : cancer bladder or rc.ention. 
0 Uterine.' 

<3>=fVJw atfsccss. 
&fo/ro~pen'toneaf. 



( DO of Abdominal swellings | 
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(7) | Right Iliac Fossa SweN?ngsj| 

[IJ Abdominal wall masses : As before 

flf) Intra-abdominal masses: 

h Appendix ; Appendicular mass and Appendicular abscess. 

2. Caecum : Cancer caecum. 

3. ILio-caccal : Ileocaccal tuberculosis, Crohn's disease, 




4. Iliac lymph nodes : Acute iv'i^i.miuun*. 

5. Iliac artery ; Aneurysm. 

6. Hiatus muscle : Myosarcoma and fibrosarcoma. 

7. Psoas abscess (tate). 

8. Iliac bone : Tumours or osteomyelitis. 

9. Ktilney i Ectopic kidney or renal transplant. 
JO, Genital organs : 

o Female, uterus, ovaries and tubes: fibroid, ovarian cyst. Hydro or 
pyosalpinx or tuba! ectopic pregnancy. 

}L Retroperhoneum : 

o Retroperitoneal lipoma. Retroperitoneal liposarcoma. Retroperitoneal tumour. 



The commonest swellings are ; 

I . Appendicular mass. 2. Appendicular abscess. 
3. Cancer caecum. 4. Iluocaecal tuberculosis. 
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[AJ Mi : 

♦ Youngjemate : appendicular mass or abscess. 

♦ iMac adenitis. 

♦ Old age. • cancer caecum. 

TBI History : 

♦ Ji&lQQL iVSg^Jiy?- jffi£3R&£@2 (since few days the patient suffered from 

pain around Ihe umbilicus shifted to the right fossa. 

♦ History suggestive, iliac juJenjtjs. : pain, fever and limping (flexion deformity in 

children). 

♦ HislQr£JU^$LtyeMQ*4eMM£C&^& ■ a .young patient with abdominal 

colic and distension. 

♦ W^OT^i^^i^.G^CCCG^ecww Anaemia, dyspepsia, diarrhea, .... 

[C] General Examination : 

♦ General ffffnUiU'Qo ! © Looks ill, fissured tongue (appendicular mass). 

© Severe cachexia (cancer caecum) 

♦ FSYSL : ® Appendicular mass. 

0 Iliac adenitis. 

♦ N&£ : ® If supraclavicular lymph node (cancer caecum) 

© Matted cervical lymph node (tuberculosis ileo-caecal). 

♦ ShfSL '• ® Tuberculosis. 

© Metastasis (pleural effusion). 



